Belonging to Two Families: How Children in Foster Care Engage with Loyalty Conflict. by Dansey, Diane.
Belonging to Two Families: 
How Children in Foster Care Engage 
with Loyalty Conflict
Diane Dansey
Submitted for the degree of Doctor of Psychology 
(Clinical Psychology)
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2012
©  Diane Dansey 2012
ProQuest N um ber: 27557939
All rights reserved
INFORMATION TO  ALL USERS 
The q uality  of this reproduction  is d e p e n d e n t upo n  the qua lity  of the copy subm itted .
In the unlikely e v e n t that the au th o r did not send a c o m p le te  m anuscript 
and there are missing p ag es , these will be n o te d . Also, if m ateria l had to be re m o v e d ,
a n o te  will in d ic a te  the d e le tio n .
uest
ProQ uest 27557939
Published by ProQuest LLO (2019). C o p yrig h t of the Dissertation is held by the Author.
All rights reserved.
This work is protected  ag a in st unau thorized  copying under Title 17, United States C o d e
M icroform  Edition ©  ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway  
P.Q. Box 1346 
Ann Arbor, Ml 4 8 1 0 6 -  1346
Contents
Introduction to  the p o rtfo lio ........................................................................................... 4
Copyright s ta te m e n t.......................................................................................................... 4
A cknow ledgem ents ..........................    4
Academ ic S e c tio n ..................................................... ............................... ........................  5
Adult Mental Health Literature Review
What is the most effective way to deliver CBT for psychosis? A
comparison o f treatment outcomes in individu ai and group studies..................  5
Professional Issues Essay
What do service users/carers and ciinicai psychoiogists expect of each 
other in NHS services? What aspects of theory, knowiedge and practice 
can be drawn upon to enhance understanding of these expectations?............
Problem Based Learning Account
The reiationship to change  ........................................................................... ............
41
Problem Based Learning Account
Chiid protection, domestic vioience, parenting, attachment and 
Learning Disabiiities.......................................................................................................
49
Personal and Professional Learning and Discussion Group Process 
Account summary year one ...........................................................................................
57
Personal and Professional Learning and Discussion Group Process 
Account summary year tw o ..........................................................................................
59
Clinical S e c tio n ......................................................................................................   61
Overview of Clinical Experience over the Five Placements.................................  61
Adult Mental Health Case Report Summary
Cognitive behaviourai therapy with a woman in her forties experiencing a
Academic Section -  Essays
depressive episode as part of Bi-poiar disorder......................................................
65
Adult Mental Health Case Report Summary
Cognitive behaviour therapy with a woman in her twenties experiencing 
an eating disorder...........................................................................................................
67
Child Case Report Summary
A neuropsychological assessment with a child with foetal alcohol 
syndrome (FAS), Attention deficit hyperactivity disorder (ADHD) and 
Autistic spectrum disorder (ASD)................................................................................
69
People with Learning Disabilities Oral Case Presentation Summary 
Development o f formulation skiiis in working integratively with a young 
woman with a mild teaming disability around anger and vioience .....................
71
Older Adult Case Report Summary
Consultation in a community mental health team regarding the complex 
needs of a woman in her eighties ...............................................................................
74
Research Section  ...............................................................     76
Service Related Research Project
Is the C M H T following the pathways for psychological therapies that are 
recommended in the N ICE guidelines?.........................................................................  76
Qualitative Research Project Abstract
What role do ‘the arts’ play in people’s lives? An interpretative
Phenomenological Analysis.............................................................................................  95
Major Research Project
Belonging to Two Families: How Children in Foster Care Engage with 
Loyalty Conflict..................................................................................................................... 97
Research Log Checklist....................................................................................................  231
Academic Section -  Essays
Introduction to the Portfolio
This portfolio contains a selection of work completed during the Doctorate of Clinical 
Psychology (PsychD) training course. The portfolio is comprised of three sections: The 
Academic Section, containing two essays, two problem-based learning accounts and 
two Personal and Professional Learning and Discussion Group (PPLDG) Process 
Account Summaries; the Clinical Section, containing an overview of clinical experience 
over the five clinical placements and five case report summaries; and the Research 
Section, comprising the Service Related Research Project, an abstract of the 
Qualitative Project, the Major Research Project and the Research Log checklist.
The work presented reflects the range of client groups, presenting problems and 
psychological approaches that have been encompassed within the course.
All work has been anonymised in order to maintain confidentiality.
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Abstract
The National Institute for Clinical Excellence recommend that Cognitive Behaviour 
Therapy (CBT) should be offered on an individual basis to all persons with a diagnosis 
of schizophrenia (NICE, 2009). Despite endeavours to implement the NICE guidelines 
in reality there may not be enough resources (Jones et al., 2007). The NHS is 
undergoing a drive to increase productivity and economic viability, whilst offering 
evidence based treatments. Group treatments could increase access to CBT for 
psychosis. Currently no studies compare individual and group CBT for psychosis and 
research into group CBT has not been considered in the guideline for schizophrenia 
(NICE, 2009). The main objective of this review is to Identify potential outcomes of 
group CBT and assess how they compare to those of individual CBT for psychosis. I 
shall draw upon evidence from a range of studies with participants experiencing 
different stages of psychosis. Methodological considerations and directions for future 
research will be discussed and implications for practice will be explored.
Introduction
The lack of attention that group CBT for psychosis has received in the guidelines for 
schizophrenia (NICE, 2009) is in contrast to other NICE guidelines e.g. for depression 
or anxiety, which recommend that it is considered or offered as an alternative to 
individual therapy. This could reflect the historical pattern where CBT for psychosis has 
developed later than CBT for other disorders. Group therapies may also be given due 
attention only after individual CBT has been fully developed (Chadwick et a!., 1996). 
This may also explain the relative paucity of research into group CBT for psychosis, 
although other factors including the perceived complexity of the disorder may also be 
important. There is much less research for group CBT for psychosis than for individual 
CBT. However, evaluative studies suggest that it may result in positive outcomes in 
practice (e.g. Goldberg et al., 2007) and it may be more cost effective. Saksa et al. 
(2009) reviewed the outcomes of group CBT in relation to individual CBT for psychosis 
and concluded that it may in fact be more effective for early psychosis. They suggest 
that there may be benefits in matching the type of treatment offered to the phase of the 
illness.
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The review will compare the outcomes of individual and group CBT for psychosis for 
people with differing experiences of psychosis or phases of their illness. I predominantly 
focus on randomised controlled trials (RCTs), as they have the most rigorous 
methodology and strongest power to infer causality. I also focus on qualitative studies 
to gain the perspective of people who have experienced individual or group CBT for 
psychosis. I draw tentative conclusions based on a comparison of the respective 
research studies and discuss methodological issues before considering the key 
priorities for future research.
I have no clinical experience of working with people experiencing psychosis and have 
not been familiar with the evidence base for treatment. I have chosen to consider this 
area as it seems to have been neglected, despite the potential importance to individuals 
with psychosis and mental health teams. As a trainee clinical psychologist in a 
community mental health team I will be offering CBT to clients experiencing psychosis. I 
therefore hope to further my knowledge and understanding in this area, which I 
approach with open-mindedness and interest. I believe in person-centred treatment and 
combating stigma. I am also interested in the principles of recovery, which recognise 
the importance of retaining or recovering a sense of value and meaning in life, rather 
than solely trying to remove symptoms (Repper & Perkins, 2003). I will therefore 
consider these things in reviewing the evidence base.
Schizophrenia and psychosis
Schizophrenia encompasses a range of symptoms and difficulties. Positive symptoms 
include hallucinations (e.g. hearing voices), delusions (e.g. paranoid beliefs) and 
disorganised thinking and speech. Negative symptoms include lack of pleasure and 
motivation and cognitive difficulties. Social exclusion and isolation are also common, 
partly due to the stigma attached to the illness. Schizophrenia is defined in the ICD-10  
(World Health Organisation, 1992) and DSM -IV (American Psychiatric Association, 
1994). However the validity of the diagnosis has been questioned due to the variability 
of experiences, lack of predictive ability and the fact that it does not well inform 
treatment models (Chadwick et al., 1996). Literature has tended to refer to 
‘schizophrenia’ as one entity despite sub-categories being identified in diagnostic
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classifications. Authors such as Dutta et al. (2007) argue that it should be 
deconstructed into its component dimensions. Studies are increasingly focusing on 
specific behaviours and experiences, rather than concentrating on diagnoses or even 
symptoms, which are defined within the medical model (Newton et al., 2007). I shall talk 
about experiences of psychosis although will refer to the concepts of schizophrenia and 
symptoms as used in the literature.
CBT for psychosis
CBT originated in the 1950s and has developed to address the difficulties associated 
with a range of mental health problems. Despite initial formulations of delusions, little 
consideration was given to what CBT may have to offer people experiencing psychosis 
until some years later (Chadwick et al., 1996). This could have been due to the 
complexity inherent in schizophrenia or ideas about the nature and treatability of 
psychosis (Chadwick et al., 1996) possibly creating the impression that CBT could not 
be adapted effectively. Since then attention has been given to various theories 
underlying experiences of psychosis. These have informed the theory behind CBT for 
psychosis, which has been discussed by authors including Fowler et al. (1995).
A number of manuals describe CBT for psychosis, some with a broad focus and others 
that are tailored, e.g. for acute episodes or relapse prevention. Although all treatments 
include cognitive and behavioural elements it is unclear whether they are similar 
enough to warrant direct comparisons. An analysis of this question is beyond the scope 
of this review, although I shall discuss this further when considering methodological 
issues. The principal aim of CBT for psychosis is to reduce distress associated with 
delusions and/or hallucinations and enable clients to cope with their symptoms (Messari 
& Hallam, 2003). More recently studies have also looked at other outcomes, including 
self esteem and vocational status, which fit in well with the principles of recovery.
Method
I have identified relevant literature through consulting with experienced psychologists 
and using citations in these papers to source further relevant literature. I have also
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undertaken a literature search through PscylNFO and Medline using and combining the 
following terms: schizophrenia or psycho*, cognitive, behaviour* and therapy and group.
I have included all qualitative papers and all RCTs for group CBT for psychosis. I have 
selected the individual papers that are most closely matched to the group papers in 
client population, sample size and comparison group.
Individual and Group CBT for Psychosis
Randomised controlled trials (RCTs)
There are a limited number of studies on group CBT for psychosis and study designs 
are diverse. I have identified five different participant groups which are commonly used 
in research trials. Four of these have been the focus of group RCTs and I shall match 
these to the most similar individual papers, although some studies could fall under more 
than one title. All studies offer CBT in addition to treatment as usual (TAU).
Studies focusing on recent onset psychosis
Lewis et ai. (2002) compared individual CBT to supportive counselling and TAU for 
people with first episode and early schizophrenia. They provided treatment while people 
were inpatient and offered 15-20 hours of CBT within five weeks. Individual CBT  
resulted in faster improvement and some benefits in positive and negative symptoms, 
although these were not maintained beyond a month after treatment. Tarrier et al. 
(2004) presented the follow up results at eighteen months. CBT matched counselling in 
improving symptoms however did not affect relapse or hospitalisation rates. I believe 
that these results could be explained by the short term and intensive nature of the 
treatment, which may not have been suitable for people with a long term, complex and 
distressing illness.
Lecomte et al. (2008) also studied people with recent onset psychosis and compared 
group CBT to another group intervention (social skills) and waiting list control. However, 
they provided treatment when people had been discharged from hospital and used 
different outcome measures to assess symptoms, self-esteem, coping and insight. After
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24 sessions in three months group CBT was superior to social skills. It resulted in 
improved psychotic symptoms, coping and self esteem and matched the other group in 
improved positive and negative symptoms. These results were maintained nine months 
after treatment.
These results suggest that both individual and group CBT can reduce symptoms early 
in the experience of psychosis. However group CBT seems to have been superior to an 
alternative therapy group in achieving better and longer lasting results in a wider range 
of spheres (Lecomte et al., 2008). It also maintained benefits beyond the noted 
improvement from individual CBT (Lewis et al., 2002). This may suggest group CBT is 
superior to individual CBT with this group, that a greater number of sessions over a 
longer time period are advantageous or that there may be benefits in waiting for 
hospital discharge. These hypotheses need to be further investigated.
Studies focusing on people who are Inpatient and experiencing acute psychosis
Startup et al. (2004) compared 25 sessions of individual CBT for psychosis with TAU in 
90 participants who were inpatients experiencing acute psychosis. At twelve months the 
CBT group had improved more than the TAU group in negative and psychotic 
symptoms and social functioning. A larger proportion of the CBT group showed reliable 
and clinically significant change in global functioning. However a methodological 
limitation of this trial was that follow-up assessments were not conducted blind to group 
allocation, and it is this blinding that reduces bias in the study.
Bechdolf et al. (2004) compared 16 sessions of group CBT with psycho education for 
88 inpatients with acute psychosis. CBT was more effective in reducing relapse and 
hospitalisation rates and increasing medication compliance. There were significant 
improvements in symptoms, although these were similarly improved in the psycho­
education group.
Both individual and group CBT for psychosis were shown to improve symptoms in 
people experiencing acute psychosis. The studies used different treatment manuals 
however both used expert or specialist therapists. It is difficult to make comparisons as
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the studies used different control groups and different outcomes. Startup et al. (2004) 
measured and demonstrated improvements in social functioning in individual CBT and 
Bechdolf et al. (2004) measured and demonstrated improvements in relapse and 
hospitalisation rates and medication compliance. They each measured psychotic 
symptoms but used different measures to do so.
Studies focusing on people with persistent medication-resistant symptoms
Sensky et al. (2002) compared a mean of 19 sessions of CBT for psychosis with a 
befriending intervention, both of which spanned nine months. The interventions were 
delivered by experienced nurses registered as CBT therapists and both resulted in 
significant reductions in positive and negative symptoms and depression. After nine 
months the improvements were only sustained in the CBT group. Turkington et al. 
(2008) presented a five year follow up of this study. CBT had remained superior to 
befriending in symptom severity and negative symptoms, although the benefits for 
overall symptoms and depression were not maintained.
Barrowclough et al. (2006) compared 18 sessions of group CBT with TAU. At least one 
experienced CBT therapist facilitated each group. They found no significant 
improvements in symptoms although identified other benefits including a significant 
reduction in hopelessness and increase in self esteem and some improvement in 
negative symptoms. They conclude that group CBT should possibly target specific 
outcomes such as affect and self-esteem.
These studies compared a similar length of CBT for psychosis to either TAU or 
befriending. Only the individual CBT intervention found significant reductions in 
symptoms of psychosis, as well as for depression. Group CBT identified benefits in 
hopefulness and self esteem, which were not measured by the individual intervention. 
The results suggest that individual rather than group CBT for psychosis may be more 
effective for people experiencing persistent and medication resistant symptoms. 
However longer term gains are yet to be established as is the extent of superiority 
compared to matched interventions.
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Studies focusing on the experience o f auditory hallucinations
Individual CBT for psychosis has not tended to focus on the experience of voices, 
although Trower et al. (2004) studied CBT for command hallucinations. Cognitive 
therapy for command hallucinations (CTCH) is an adaptation of CBT for psychosis. It 
incorporates social rank theory and concentrates on reducing the perceived power of 
voices and need to comply. Expert therapists delivered the therapy over six months 
although the number of sessions is unclear. Comparing CTCH to TAU they found large 
reductions in compliance behaviour. There was also less conviction in the power of the 
voices and the need to comply and improvements in distress and depression. These 
gains were maintained after twelve months. With a small sample size this study needs 
to be repeated in a larger trial to check the reliability of the findings.
Wykes et al. (2005) delivered a seven session group CBT programme with a focus on 
auditory hallucinations and compared this to TAU. They found significant improvements 
in social functioning after six months although improved symptoms only in some of the 
groups. Symptomatic improvement was related to receiving therapy early in the trial and 
being in a group with an expert therapist. Whether the benefits were due to group 
attendance rather than the specific effects of therapy needs to be tested by introducing 
a comparison group. Anecdotally the participants in the study reported high levels of 
satisfaction with the group.
There are differences between these studies in the initial severity of psychotic 
experiences and length and focus of treatment. However each study demonstrated 
benefits in psychotic symptoms with the same outcome measures, when experienced 
therapists were used. The individual treatment also reported benefits in distress and 
depression and the group treatment in social functioning, although these constructs 
were not measured in both studies.
Studies focusing on relapse prevention
Garety et al. (2008) tailored their individual CBT to relapse prevention in those who had 
recently relapsed and compared this to TAU. Both inpatients and outpatients were
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included in the trial. The nine month treatment was delivered by experienced clinicians 
and was found to reduce depression at follow up two years later. No effects on 
remission or relapse rates were identified. They found that CBT was able to improve 
delusional distress and social functioning in people who had carers. This is an important 
finding, which if replicated may have great implications for treatment models.
The methodological rigour in the Garety et al. (2008) RCT is impressive. Based upon 
their results they suggest that individual CBT for psychosis should not primarily focus 
upon relapse prevention in those who have recently relapsed. However the sample in 
the study was very mixed, apparent reasons for relapse were diverse and there were 
big differences in levels of distress and response to hospitalisation. This brings me to 
question the validity of grouping individuals based on a particular event in the course of 
their illness, rather than commonalities in their experiences. As a result I think that the 
authors extend their conclusions too far by ruling out CBT for relapse prevention in this 
client group without further research.
There have been no group studies which focus on relapse prevention although 
Bechdolf et al. (2004) found that group CBT with a broad focus was advantageous in 
reducing relapse in people experiencing acute psychosis. An evaluation of group CBT 
for relapse prevention with this group is therefore needed.
Qualitative studies
In studying the RCTs I have found myself repeatedly wondering about the extent of the 
listed improvements and what these meant to the people involved. Hence I turn to 
qualitative accounts. This literature seems very inadequate when reflecting on the 
number of people who receive treatment however I was able to find one paper for 
individual and for group CBT for psychosis.
Messari and Hallam (2003) analysed the experiences of five clients who had received 
individual CBT for psychosis. Four clients talked about valuing a trusting and respectful 
therapeutic relationship and learning about their problems, while one viewed therapy as 
unhelpful. Whilst providing interesting insights this study did exclude individuals if they
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were deemed inappropriate for the study by their therapist. In my opinion this could 
have filtered out people who had more negative views of therapy.
Newton et al. (2007) interviewed eight young people who had participated in group CBT 
for distressing auditory hallucinations. Members valued the opportunity to explore 
shared experiences and talked about the importance of having a safe place to talk and 
the normalising and destigmatising effect of the group. Many felt that peers with similar 
difficulties were the most able to provide meaningful support, and that the group helped 
them to feel less isolated and lonely. Some members were surprised to learn that 
others were having very similar experiences to themselves. Members benefitted from 
seeing others improve, possibly promoting the hope and encouragement central to 
recovery (Repper & Perkins, 2003). People also gained a sense of achievement from 
helping others who were coping less effectively than themselves.
These studies suggest that individuals can really value CBT for psychosis, in either an 
individual or group format. Individuals in the CBT group seemed to benefit from a range 
of therapeutic factors and processes, which Yalom (1985) discusses in detail. Wykes et 
al. (2005) believe that reflecting on similarities and differences in experiences may help 
people to restructure their beliefs. I think that benefits such as increased self esteem  
and social support for people who are commonly marginalised and isolated cannot be 
overestimated. Much more qualitative research is needed with a larger number and 
range of clients. This would increase the validity of these findings and indicate future 
directions for treatment.
Methodological Issues
What treatment Is actually being delivered?
There is apparently no literature determining whether different treatment manuals are 
offering the same thing under the umbrella of CBT for psychosis. Many studies have 
adapted manuals or designed their own. An analysis of the components of therapy in 
each CBT for psychosis treatment is essential, as Pilling ef al. (2002) have suggested in 
their review. A comparison of the theory underlying each intervention may also be
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informative. Demonstrating equality between treatment manuals would facilitate better 
comparisons between individual and group protocols. Not all studies have recorded 
therapy adherence and this also makes it difficult to evaluate the efficacy of CBT for 
psychosis.
Who is delivering the treatment?
A number of the therapists in research trials have been mental health staff who were 
inexperienced and untrained in CBT, e.g. the staff in the study by Lecomte et al. (2008) 
only attended a two day CBT training programme to equip them to run the intervention. 
Demonstrating positive outcomes with a range of therapists may encourage teams to 
use more staff as therapists and thus increase treatment access. However I question 
whether studies which aim to evaluate therapy should be using novices as therapists. 
Wykes et al. (2005) identified differential outcomes based on therapist experience and 
further studies clearly need to address how outcomes are related to the CBT training 
and experience of the therapist. This may be particularly important for group CBT for 
psychosis as I imagine focusing on all individuals in a group may be particularly 
demanding of specialist skills. Such research would have important implications for 
clinical psychology, as well as for mental health teams and commissioners.
Are the studies correct In differentiating between stages o f psychosis?
The reviewed studies have grouped participants quite clearly. It is however debatable 
whether the divisions are valid or meaningful in a clinical or research context. In 
addition, some studies group populations where others have separated them, e.g. 
inpatients and outpatients. Targeting interventions at particular stages of illness, e.g. 
acute and distressing stages, recent relapse or relative stability may help to focus 
attention on the likely experiences of individuals at these times. However studies have 
also recognised that there is great heterogeneity even within these groups (e.g. Garety 
et al., 2008). This may suggest that participants should instead be grouped according to 
their experiences or beliefs about their experiences.
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What is CBT for psychosis being compared to?
Studies have differed in their use of comparison groups. Comparing CBT to TAU 
highlights the benefits of CBT above standard care. Using an alternative therapeutic 
intervention enables stronger conclusions about the efficacy of CBT rather than the 
non-specific aspects of treatment. Ideally RCTs should include all three groups to 
strengthen the power of conclusions about treatment efficacy. Treatm ent as usual' 
(TAU) control groups receive ‘standard care’ from services. However I believe that this 
can differ substantially between individuals and teams and most likely between 
countries where research has been conducted. TAU can include other therapy groups 
or psychological interventions and medication changes (although often reported and 
controlled for in studies). I have found that people receiving psychological treatment 
may experience a reduction in attention from the rest of the team. Studies need to 
record what TAU entails and control for overall contact time to increase the validity of 
comparisons.
Ethnicity
In a sub-group analysis Rathod et al. (2005) found a higher drop out rate in CBT for 
psychosis amongst black and ethnic minority groups. They also found that they 
achieved significantly smaller changes in insight. Although these findings are potentially 
very important the study has a small sample size and is yet to be replicated. Many of 
the individual CBT for psychosis studies reported ethnicity in order to ensure equality 
between groups. However Lecomte et al. (2008) was the only group RCT to do this and 
none of the studies analysed outcomes in relation to ethnicity. This appears to be an 
oversight considering that the NICE guidelines for schizophrenia (NICE, 2009) state 
that treatment should be culturally appropriate and call for further research to identify 
differential outcomes related to ethnic groups.
Are research participants representative?
Many studies exclude people outside of a specified age range, often 18-64 and those 
with other primary diagnoses, e.g. a learning disability or addictive disorder. Whilst the
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age limits seem arbitrary they do reflect the classifications made in mental health 
teams. Likewise people with other primary diagnoses may be seen in alternative 
services. However, co-morbidity is common and I believe that decisions about which 
diagnoses are primary and secondary may be debatable.
Many people experiencing psychosis may not engage with research or may drop out of 
studies. This research difficulty could be seen as a methodological weakness. However 
Startup et al. (2004) believe that these people may also not engage in a clinical context, 
therefore not compromising research validity. Ethically only participants capable of 
giving informed consent can be included in trials however the nature of acute psychotic 
experiences may be antithetical to this ability. It is important for professionals to remain 
aware of the limited evidence base for those who are too unwell to give consent for 
research.
Outcomes and outcome measures
Many of the studies reviewed have used different outcome measures to assess 
symptoms of psychosis. A range of other measures have been used to assess other 
concepts, such as social functioning, self esteem and hopelessness. Statistics on 
hospital admissions, relapse and substance misuse have also been recorded in some 
studies. With different outcomes being assessed and different measures used to 
assess the same outcomes it is hard to make comparisons. An analysis of the most 
reliable and valid measures and more replications of existing studies are crucial. An 
increased focus on experience specific measures e.g. auditory hallucinations may be 
more informative than more general measures of ‘psychiatric symptoms'.
Conclusion
The reviewed papers have demonstrated that individual and group CBT for psychosis 
are both capable of conferring benefits for people experiencing psychosis. Studies have 
tended to group people based on the phase of their illness and I have compared 
individual and group papers within these classifications. It is not possible to draw firm 
conclusions about the superiority of one form of treatment over another as there are no
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studies which directly compare the treatments, although tentative conclusions can be 
made. It has been suggested that group CBT for psychosis may be more effective for 
people experiencing early stages of psychosis. Individual CBT may be more effective 
for people with persistent and medication resistant symptoms. Both treatments may be 
equally effective for people with acute and distressing symptoms or those specifically 
experiencing auditory hallucinations.
Implications for practice
If the benefits of group CBT for psychosis are backed up by further evidence then the 
implications are wide reaching. Groups would need to be developed within mental 
health teams and offered particularly in the early stages of psychosis, when it may be 
preferable to individual CBT. They could possibly be embedded within early intervention 
teams. Groups may also be widely offered to others, where the benefits seem  
comparable to those of individual CBT for psychosis. This would increase access to 
treatment and be more cost-effective for services. Whilst the research papers seem  
quite positive about these groups I would be interested to learn more about the 
challenges of running them in practice. However, as I have discussed there are serious 
methodological issues which limit the strength of the conclusions.
Methodological issues
Fundamentally it is unclear whether classifying people based on the stage of their 
illness is valid. I have identified the benefits of instead grouping people based on 
commonalities in their experiences. I have discussed the difficulties of comparing 
studies when different parameters are used. These methodological issues need to be 
overcome through replications of studies and some agreement on the most appropriate 
CBT for psychosis manuals and outcome measures. Consideration of these things will 
inform my clinical practice and I would hope to discuss and identify potential outcomes 
with clients. RCTs should ideally be multi-site to increase external validity and include 
three comparison groups to add weight to conclusions about the efficacy of specific 
treatments.
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When CBT for psychosis is compared to other interventions, e.g. befriending or a social 
skills group it is quite striking that these have also resulted in positive benefits. This 
warrants further investigation as teams may find it easier to embed some of these 
interventions. However this could have the implication of CBT for psychosis being 
reserved for a smaller number of individuals.
Further research questions and considerations
The review has considered and discussed some of the merits of the relative treatments 
and highlighted questions for future research. Firstly it is clear that more research on 
group CBT for psychosis is needed. This should be comparable in scope to the 
individual research, e.g. including studies targeting relapse prevention. There is also a 
great need for more qualitative research. Indications from the existing studies suggest 
that CBT for psychosis is valued, although groups may be able to provide a number of 
additional, potentially important benefits. These may help to increase self esteem, hope 
and encouragement and reduce social isolation. Being central to recovery these 
concepts may be valuable in promoting an individual’s wellbeing and need more 
research attention. However the value of group processes is yet to be fully explored in 
relation to differing experiences of psychosis and overall recovery. Services are 
increasingly recognising that the perspectives of service users are crucial in evaluating 
what does and does not work (Newton et al., 2007). It is clear that more information is 
needed from individuals about what they want from treatments and how satisfied they 
are with the therapies they receive.
A number of key areas have not yet been explored. These include issues of diversity 
and how these impact on treatment. Services need to be aware of and understand any 
differential outcomes based on ethnicity. This is crucial if they are to increase the 
inclusion of people from diverse backgrounds, and demonstrate treatments which are 
culturally appropriate (NICE, 2009). Research also needs to address the question of 
whether people with carers fare better than those without, as has been suggested in 
some research (e.g. Garety et ai., 2008). A further question is how treatment outcomes 
relate to the experience of the therapist. This would have important implications for how 
therapy is delivered within services.
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Wykes et al. (2005) suggest that groups with people with complex problems may lack 
the flexibility to respond to diverse issues. They suggest that groups might be most 
effective if there was homogeneity of experiences within psychosis. If this were not 
possible then individual treatment may be preferred for its ability to respond more 
flexibly to the individual. This review has alerted me to the potentially very different 
experiences of individuals with psychosis, even when they may be defined as 
experiencing the same phase of the disorder. I can therefore appreciate the need to 
remain open-minded and respond very flexibly to the individual. Further studies 
targeted towards specific experiences rather than defined stages within an illness may 
be informative, e.g. targeting delusional beliefs in the same way that Trower et al.
(2004) focused on experiences of command hallucinations. As described initially, the 
diagnosis of schizophrenia encompasses a range of experiences. Psychotic symptoms 
are not the only aspect of these. Whilst studies are moving towards thinking about 
specific experiences within psychosis it is important that other related experiences, e.g. 
low motivation and depression are not forgotten. Treatment, whether individual or 
group, needs to be clear regarding which elements are going to be addressed. I think 
that more attention needs to be given to measuring outcomes that are important and 
meaningful for people's individual recovery.
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Introduction
Understanding the expectations that service users, carers and clinical psychologists 
have of each other within the NHS can help us to improve our capacity to offer 
appropriate assistance, achieve better collaborative outcomes and make the 
experience of therapy as positive as possible. If their hopes and expectations are met 
people may be more likely to engage and remain in therapy and more likely to achieve 
their goals.
Child and Adolescent Mental Health Services (CAMHS)
People attend a variety of NHS services, dependent upon their age, level of ability or 
specific needs e.g. older adult, learning disability or drug and alcohol services. There 
will be differences and commonalities within and between these services in terms of the 
needs and wishes of clients, carers and clinical psychologists. P have chosen to 
consider expectations within CAMHS as I think that the question is particularly 
interesting in relation to this group. As a trainee clinical psychologist I have recently 
joined CAMHS and have been struck by some professional issues that I have not 
previously encountered. These include issues of consent and confidentiality. It is less 
clear to me within a systemic framework who the client is and questions of family 
dynamics introduce a new focus. Whilst exploring these issues I shall integrate aspects 
of theory, knowledge and my clinical experience to consider the expectations that 
clinical psychologists, children and their parents may have of each other, from the point 
of referral to the end of therapy. The influence of wider systems and service user 
involvement will also be recognised.
In CAMHS I have found that professional roles are less clearly delineated than in adult 
services, as many different team members deliver therapy. Research has found that 
parents base expectations on the characteristics and actions of the individual clinician 
rather than their job role (Honey et al., 2008). I shall draw upon literature which 
considers expectations in relation to clinicians or therapists rather than clinical
 ^ I choose to refer to myself in the first person as this enables me to reflect upon professional 
issues from my perspective as a trainee clinical psychologist
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psychologists specifically, as this does not seem to exist, whilst considering more 
specific aspects of the clinical psychology role in relation to practice. The term ‘child’ will 
be used to refer to all children and adolescents, from under fives to eighteen years old, 
whilst differentiating them in discussing specific needs. Rather than ‘carers’ I will talk 
about parents, as I believe that this enables more helpful consideration of the individual 
and their role. This term will encompass anybody who has parental responsibility, 
including birth parents, foster and adoptive parents.
Expectations prior to assessment
Expectation is a word which suggests that a person has knowledge of what might be 
possible, in order to anticipate a certain desired outcome. In my experience I have 
found that many children do not expect anything of a clinical psychologist prior to 
assessment, because they have never heard of one and may not even know why they 
are coming to CAMHS. Similarly, parents may be unfamiliar with the role. Alternatively, 
previous experience may be a particularly strong mediator of expectations. Shuman 
and Shapiro (2002) found that parents’ inaccurate expectations of child therapy 
contribute to dropout. They also found that educating parents prior to assessment was 
helpful in influencing those expectations. However, the study only included parents of 3- 
10 year olds and did not address the expectations of the children. It seems to be a 
common theme in research that less attention is paid to the perspectives of child 
service users. Green (2006) recognises that even the therapeutic alliance, much 
researched with adults, has been totally neglected with children.
The Affective Expectation Model (AEM) suggests that people’s expectations about how 
they will feel in a situation are as important as what actually happens in determining 
their experience (Geers & Lassiter, 2002). I think that preparation for children and 
parents for seeing a clinical psychologist may reduce anxiety and improve participation. 
There may be a role prior to scheduled assessments and also in talking to children in 
schools about mental health and what CAMHS offers.
For anybody seeing a clinical psychologist there is a power imbalance. The client is in 
need of help from the ‘professional therapist’, who may have greater knowledge and
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power to make decisions and steer interactions. Status Expectation Theory (Driskeil & 
Mullen, 1990) describes how perceived status differentials in a group can influence 
expectations and thus determine behaviour within relationships, e.g. through the 
allocation of power, opportunity and influence. Therefore I wonder whether 
characteristics such as occupation, ethnicity, religion, gender, age and class status may 
influence what both clinical psychologists and clients expect of each other and how they 
relate. A  key part of the clinical psychologist’s role is to build a positive and 
collaborative therapeutic alliance and to try to even out this imbalance. However I 
wonder if the imbalance is even greater when the client is a child. The psychologist, as 
an ‘adult’ or ‘doctor* may be seen in an authoritative role, in the same way as a parent 
or a teacher. I imagine that children with certain problems, e.g. ‘conduct disorder’ may 
find it particularly difficult to manage this view of the psychologist and for it not to 
negatively influence their interactions. Research may support this notion. Green (2006) 
found that therapeutic alliance was a particularly salient factor in conduct disorders and 
a predictor of outcomes in inpatient treatment.
Can children and parents agree about the problem?
Before considering what children and their parents may expect of clinical psychologists 
it is important to consider what they might want the help of services for. When 
interviewed separately parents (predominantly mothers) and their children most often 
disagree on the problem for which they are attending CAMHS, even once therapy has 
started (e.g. Yeh & Weisz, 2001). Phares and Danforth (1994) found that adolescents 
reported being less concerned by their behaviour than their parents. Yeh and W eisz 
(2001) think about different perspectives in relation to theories about actor-observer 
behaviour. These suggest that observers tend to attribute actions to internal 
characteristics of actors, whereas actors make more situational attributions. This could 
help to explain the discrepancies between parents’ and children’s views of a problem. It 
might follow that ideas about therapy goals and expectations of the clinical psychologist 
would also be different. If parents instigate referrals and are more vocal about their 
perceptions of the problem I wonder if their hopes and expectations are more likely to 
be heard or to overshadow those of the child.
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There may need to be support for the children and parent/s to reach some shared 
narrative about the problem, encompassing recognition of different opinions. Yeh and 
Weisz (2001) suggest that parent and child concerns should be assessed 
independently before they are brought together to formulate joint goals. However 
children may be less willing to talk to an unknown professional on their own, for the first 
time. However, routinely extending the assessment in this way has implications for time 
and resources, at a time when there is pressure on the NHS to reduce spending. A  
clearer picture of cost effectiveness, in relation to outcomes, would be needed.
Diagnosis
In CAMHS there seems to be less of a diagnostic focus than in adult services. Parents' 
expectations may link more to those of a medical model, with an expert diagnosis, 
prescribed treatment and prognosis. Children and their parents may need to be 
socialised into a more psychological model, and the role of exploration and 
collaboration may need to be explained and considered. Some parents may wish for a 
diagnosis, for example if they think it may help others to understand their child's 
behaviour or provide them with access to additional support. However clinical 
psychologists may not wish to pursue this route, either because children may be less 
likely to meet specific diagnostic criteria (e.g. there are not mental health diagnoses for 
children showing all types of behavioural problems) or due to a reluctance to label a 
child, which could prove stigmatising and unhelpful. I wonder if this may explain why the 
concept of ‘personality disorder* does not seem to exist in child services, whilst many 
adults of 18 years and over receive this diagnosis, with problems believed to have 
developed in childhood.
Identifying therapeutic goals
The time of identifying goals and agreeing a therapy contract is a critical time for 
discussing everyone’s expectations, building upon the assessment process. The clinical 
psychologist would certainly hope that the child and parent/s would be open and honest 
about their perceptions of the problem and what they would like help with. Ideally, also 
to show some motivation and commitment to working collaboratively towards
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therapeutic goals. This may be difficult if people lack insight or motivation and they may 
need help to explore issues further. Goals need to be SMART (Specific, Measurable, 
Achievable, Realistic and Time limited) and to fit in with NHS capacity. Parents may 
have expectations regarding the type or duration of therapy, based upon their previous 
experiences and knowledge. If different, these would need to be discussed in order to 
avoid reduced engagement with the therapy offered. In some cases a clinical 
psychologist may offer consultation to another professional rather than working with a 
child or parent directly and this may or may not be in line with the parent’s expectations.
Do children expect clinical psychologists to identify the best evidence based treatment 
for them, in reference to the NICE (National Institute for Health and Clinical Excellence) 
guidelines? Do parents? I think probably not. In fact the majority of people coming into 
any mental health service for the first time have not heard of NICE guidelines and are 
not aware that the NHS Constitution (Department of Health, 2009) gives them a legal 
right to these treatments. Adults have often deferred to ‘whatever you think is best’ 
when I have discussed treatment options with them. I get the impression that children 
may be even more likely to ‘go along’ with whatever is suggested, if they have agreed 
to attend. This may practically be helpful while many services are struggling to offer 
multiple treatments and may avoid complicated discussions around the flaws of the 
NICE guidelines. However, it raises the ethical dilemma of not offering patient choice 
and enables less of a spotlight on the difficulties of provision.
Starting therapeutic work
Who can give consent?
Clinical psychologists may expect parents to give consent, as the responsible thing to 
do, and for them to encourage their child to attend willingly. However consent with this 
group is an interesting question. Research suggests that children of fourteen and over 
have capacity to consent, however in England only those over sixteen are legally 
presumed able to (Paul et al., 2008). Parental consent will generally be accepted on 
behalf of a child but a child can also give their own independent consent if they fulfil 
capacity requirements (Paul et al., 2008). To some extent this issue may be immaterial
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as referrals tend to be instigated by parents, who subsequently bring their child to 
sessions. However there is also the question of who has the power in the family in 
relation to the matter. In reality, even with parental consent the child may refuse to get 
in the car to attend an appointment. They may similarly refuse to engage once they 
arrive and so they may well have the final say. This highlights the importance of helping 
the child to understand the purpose of the referral and learn about CAMHS prior to 
assessment. Where the parent has not instigated the referral, e.g. by speaking to their 
GP, the parents may not agree to attend CAMHS. This presents the team with an 
ethical dilemma when there are concerns for the child. The parent's willingness to 
attend is likely to determine the child's engagement (Scharer, 2002), I imagine through 
the modelling of beliefs and behaviour as well as practically facilitating a visit. Two 
parents disagreeing would present both ethical and legal challenges, in deciding whose 
position to support in considering the best interests of the child and family at that time.
Paul et al., (2008) found that 14-16 year olds believed it was their choice whether to 
attend CAMHS. Although, the 14 year olds were the most likely to incorporate their 
parents' perspective in their decision making. Of concern is the finding that three 
quarters of the participants thought that they would refuse to attend CAMHS. However it 
is important to note the hypothetical nature of the research. It may be more informative 
to study the numbers of people who do not accept appointments or to explore whether 
GPs are deterred from making CAMHS referrals by the wishes of the child or parent. 
Many young people in the study identified social stigma associated with CAMHS. I 
believe as clinical psychologists we have a duty to be involved in developing services in 
collaboration with young people in such a way as to reduce stigma. There is also a 
need for community based initiatives to tackle stigma more widely.
Who is the client?
It is not always clear within CAMHS who the client is. Whilst the service is designed for 
the child the work is systemic, as children nearly always live in a family context. As 
already recognised, a child’s uptake of therapy is highly dependent upon their parent’s 
willingness (Scharer, 2002). Research has linked parental engagement to stress 
(Shuman & Shapiro, 2002) and parents’ emotional and behavioural responses to their
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child’s mental illness are thought to influence treatment outcomes (e.g. Honey et al., 
2008). It is therefore crucial for clinical psychologists to consider the parent’s needs 
alongside the child’s. Parents are nearly always included in assessment and review 
sessions and may be involved in one to one therapy, e.g. also learning cognitive 
behavioural (CBT) techniques to support their child. They may be involved in family 
therapy and in that case, although the child may be the named ‘client’ in fact the 
parent/s and child or whole family can be seen as the client. Systems theory suggests 
that ‘a problem’ does not purely reside within a child, even if their behaviour is named 
as the only difficulty, but rather a symptom of interactional difficulties within the wider 
family system. However this view may not be in line with parental expectations, if they 
are anticipating the ‘child’s problem’ to be addressed with the child. Especially if this 
means talking about family issues which they do not believe are related to the problem.
When families are not participating in therapy the clinical psychologist may expect the 
parent to take responsibility for liaising with CAMHS, enabling the child to attend on 
time and supporting them with tasks between sessions. It is important to be clear with 
parents at the outset what treatment will involve and discuss what roles it would be 
helpful for them and other involved individuals, e.g. family members or teachers to play.
Expectations for the therapeutic intervention and relationship 
Parent and child expectations
Although not a parent myself I imagine that parents would hope and expect the clinical 
psychologist to show interest and caring towards their child and empathy for their 
position as a parent. There may be a dilemma for the clinician regarding whether to 
disclose their parental status, as this may impact expectations and alliance differently 
for the child and parent. Beyond this parents might want the psychologist to be 
competent in giving their professional opinion about the problem and recommended 
treatment. They may expect the clinical psychologist to ‘cure’ the problem by the end of 
therapy, e.g. resulting in changed behaviour in the child and also to be clear about what 
can be expected in the journey ahead. However they may conversely believe that the 
clinical psychologist would not be able to understand or to help. Children may have
Academic Section -  Essays 31
different expectations; that the psychologist might be someone to talk to, to help them 
to feel happier, to help ‘a problem’ to go away or to be someone else challenging them. 
The parent and child’s previous experiences of mental health difficulties and 
professionals and their understanding of ‘the problem’ will all influence these 
expectations.
In addition to expectations regarding the treatment of their child, parents may also have 
hopes and expectations about how the clinical psychologist would treat them. Honey et 
al., (2008) interviewed parents of children with Anorexia Nervosa. Parents wanted to be 
included in their child’s treatment and they wanted support, information and guidance 
for themselves, in learning about their child’s problems and how to help. It was also 
important to parents that clinicians demonstrated positive attitudes towards them and 
compassion seemed particularly important at times of crisis, e.g. inpatient admissions. 
Having such support seemed to ease the sense of burden and distress. It seems to me 
that parents may also wish to have their own therapeutic relationship with the 
psychologist, where they also experience a sense of being heard. They may also feel 
resentful if they believe they are being excluded from their child’s treatment. This may 
leave the psychologist with the dilemma of whether to work with parents in parallel to 
children, if not part of the same therapy.
There may be a fine balance between respecting the child’s autonomy, whilst 
appreciating the parent’s role and needs. However it is important to note that care 
which views parents as working in partnership with clinicians may produce the most 
effective clinical outcomes for children (Scharer 2002). I have seen the importance of 
offering consultation to parents to empower them within their role. It would be important 
to have shared agreements around confidentiality, especially where there is a risk of 
compromising the therapeutic relationship with the child. Children, especially 
adolescents may resent their parent seeing the same person, possibly feeling protective 
of this relationship, or suspicious of what is being discussed without them. There may 
be a sense that the psychologist would be more aligned with their parent than them, 
possibly by virtue of sharing adult or possibly parent status. Open discussion of these 
dynamics would need to be ongoing.
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Self fulfilling prophecy theory (Merton, 1968) suggests that people might behave in 
ways which lead to expectations or beliefs coming true. This could impact engagement 
with the clinical psychologist but also ideas that children have about themselves. 
Children may have heard others voicing negative opinions about them. Labelling theory 
highlights the tendency for people to negatively label individuals who are not seen as 
adhering to a group's norms. Once labelled children may come to see themselves more 
negatively and lower their expectations or hopes for themselves, and behave 
accordingly.
Parents may expect to be judged negatively or may be anxious about issues being 
raised that they do not feel ready or able to address. There may be feelings of guilt in 
considering their child’s position and this could have a big impact on engagement. I 
have been involved in an assessment with a young boy and his mother, where the 
presenting problems were around the child’s aggression. However there were difficult 
systemic factors. I sensed an ambivalence about asking for help, as the child's 
behaviour was clearly related to the family difficulties, which were painful to consider. 
Despite expressing a wish for help, the mother found it difficult to attend further 
appointments. It is clearly important that psychologists are sensitive to what parents are 
facing and how they are feeling. I have been surprised in CAMHS to find that there are 
few support groups for parents when it appears that many may benefit from additional 
sources of support, and particularly initiatives that help to reduce stigma and blame.
I find it striking that the majority of research involving parent report focuses on mothers 
and I have seen in practice that mothers are the most likely to accompany children to 
CAMHS. This raises many questions about the fathers. What are their perspectives on 
their child’s ‘problem’? What do they think about their child attending CAMHS? What 
are their hopes and expectations of the clinicians? Fathers generally seem quite absent 
in the research literature when it comes to children and I think this in itself warrants 
further investigation.
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The clinical psychologist’s expectations
Clinical psychologists may have a range of hopes for the child and their parent/s in 
therapy. Fundamentally, attending sessions, or rescheduling if necessary and being on 
time. Ideally, also being open and honest about ‘the problem' and therapy itself and 
showing some commitment to working alongside the therapist. Other hopes may 
depend upon the therapy model, e.g. for the completion of agreed homework tasks in 
CBT, practicing of new communication styles in family therapy or bringing certain issues 
to psychodynamic psychotherapy. However I think that these are hopes rather than 
expectations. As a trainee I realise that it would not be realistic to anticipate these 
things and to do so would be setting someone up to fail. An important part of the role is 
helping people to meet their goals but also to explore with them why this can be difficult. 
It is probably more truthful to say that clinical psychologists would expect clients to have 
difficulties in engaging at times. They may expect this more of some clients than others, 
e.g. a child who was presenting as angry and hostile might be less expected to attend 
an appointment. It is important for psychologists to be aware of any assumptions or pre­
conceived ideas in relation to clients. These ideally need to be reflected upon, both 
individually and in supervision to ensure that they are not negatively impacting upon 
subsequent communication and interaction. W e also need to be thinking about how to 
better engage with some individuals and increase accessibility to services e.g. having 
appointments at different times or locations.
There may be different expectations of children dependent upon their developmental 
stage. Piaget's theory of development (Piaget, 1983) recognises different cognitive 
capacities at different ages. Age generally influences a child’s ability to understand new 
concepts and their capacity to be reflective. It would be important for all interventions 
and especially communication to be tailored to the needs and abilities of the child. 
Considering different theoretical frameworks may lead to different expectations. For 
example, Erikson’s stages of development theory (Erikson, 1965) might lead the 
psychologist to anticipate that adolescents may be experiencing identity confusion. This 
consideration could result in these conversations being more likely to arise in therapy.
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Contact with foster and adoptive parents has shown me that they may have a greater 
understanding of the specific difficulties their child may be facing. There is much 
literature on caring for children with traumatic histories, often integrating an 
understanding of attachment theory (Bowlby, 1988). It makes sense that parents who 
were going to care for such a child might equip themselves with information and this 
may be expected. However this may not be the case and in practice psychologists may 
have to be aware of the level of understanding and insight that foster and adoptive 
parents have and tailor interventions accordingly.
Depending upon who the clinical psychologist perceives as being the client they may 
not consider providing support to the parents in their own right. Indeed, service 
configuration suggests that adult services would be most appropriate if this is what is 
needed. However, much literature suggests that clinicians may see parents as ‘valuable 
resources' in their child’s recovery (e.g. Honey et al., 2008). If this is the case then more 
research may be needed to identify the benefits of giving additional support to parents 
in relation to their children. In many cases it has surprised me how child and adult 
services seem to operate in total isolation from each other and where families are 
involved I think there is a great need for more joined up working.
Monitoring expectations and ending therapy
I believe that good practice within clinical psychology dictates that clients should be 
actively encouraged to give feedback and shape their therapy alongside the therapist. It 
would be equally important for guidance and feedback to be given to both children and 
parents. Asking for feedback Implies the capacity and flexibility to make changes and 
not to negotiate to do so would be unethical (Wonrall-Davies, 2008). Despite attempts to 
encourage feedback and enable open dialogue people seem reluctant to speak up 
when they are not happy with how things are going. This may be even harder for 
children who may lack either the language or the confidence to do so. I imagine this 
may make it more difficult for any ruptures in the therapeutic relationship to be mended 
and could result in slower progress or higher rates of drop out.
Academic Section -  Essays 35
Satisfaction with services has been linked to engagement with treatment and clinical 
and social outcomes (Barber et al., 2006). It may also be a measure of whether 
expectations are being met within the relationship between the clinical psychologist, 
child and parents and this should be monitored and discussed throughout. Barber et al. 
(2006) identified that children tend to be less satisfied with CAMHS than their parents. I 
wonder whether this relates to the different therapeutic alliances that children and their 
parents might hold with the therapist (Green, 2006). Further research needs to explore 
how much and in which ways the alliance with the parent and that with the child impact 
upon each other.
Ending therapy may bring another set of hopes and expectations. Everyone involved 
may wish for the ending to be a pleasant parting, once goals have been met and the 
child and their family are able to move forward. Of course this will not always be the 
case and there may equally be different perceptions about ending as there were about 
what the problem was initially. Clinical psychologists will need to enable discussion of 
what on-going support children may need from parents to maintain and progress in their 
goals and to be clear regarding what the child and parents can expect regarding further 
clinical support.
Other expectations
Service user Involvement
It is a relatively recent development within the past ten years that services have begun 
to recognise the importance of children's views about the services they receive 
(Worrall-Davies, 2008). In 2004 the government included this as a priority within the 
National Service Framework for Children and the NHS improvement plan (Department 
of Health, 2004a, 2004b). However I get the impression that it is questionable whether 
children’s views are actually resulting in significant change. There remains little 
research regarding childrens' perspectives (e.g. Wolpert et al., 2001). Understanding 
these would help us to better prepare and support other children entering CAMHS. I 
think this would be crucial to reaching shared expectations, increasing collaboration, 
reducing drop out rates and increasing service accessibility. This may be particularly
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important for families who are struggling and for those from minority ethnic groups, for 
whom there may be additional engagement difficulties. There are examples of good 
practice, in consulting and involving young people in service development, e.g. in the 
service where I work a group of young people redesigned the waiting room. However it 
is not clear whether such consultation happens on a wider level and to the extent it 
perhaps should in relation to clinical work.
Wider systems
Whilst it is beyond the scope of this essay to consider the expectations of individuals, 
other than the clinical psychologist, service user and carer it is important to keep in 
mind that these relationships do not occur in a vacuum. For example, NHS managers 
and policy-makers also have a role in managing evidence-based practice and the 
monitoring of expected targets and standards. Clearly there is also a political agenda 
influencing the management of services, involvement of service users and current NHS 
priorities. Clinical psychologists are bound by professional codes of conduct and 
expectations, e.g. to participate in supervision. These will also influence expectations in 
therapy.
There may be expectations coming from other related systems, whether from 
connected health care systems, e.g. GPs or paediatricians, schools or social services. It 
is also important to fully recognise the wider family system, beyond the parent-child 
dyad and to try to encompass the hopes and views of other family members (Barber et 
al., 2006). Also to develop an understanding of the interplay of family dynamics with 
both the problem that is presented and the subsequent treatment plan.
Conclusion
This essay has explored the expectations that children, parents and clinical 
psychologists may have of each other, within the context of CAMHS and how these 
may relate to expectations within wider systems. It is clear that in order to engage with 
this client group and offer appropriate interventions, clinical psychologists need to 
understand what expectations everyone, including themselves, brings and where these
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may come from. There may be a complicated interplay of different perspectives within a 
family, interacting with other factors including culture, social context and the 
developmental stage of the child. However there needs to be more research regarding 
the expectations and hopes of the child and of the clinical psychologist. I think that 
clinical psychologists benefit from being able to hold multiple perspectives in mind and 
consider and incorporate a broad range of theoretical models to fit complex cases. If 
children and their parents are satisfied with the service they receive, research has 
shown that they will be more likely to remain in therapy and thus more likely to achieve 
therapeutic goals (e.g. Barber et al., 2006). In practice it is therefore important that 
expectations and experiences are openly discussed.
I believe there is a challenge in recognising and appreciating the potentially different 
perspectives and expectations that parents and children may bring. I imagine that these 
might be more divergent than in other service user and carer relationships, which may 
be less involved. Whilst conversations may enable some shared understanding it may 
not be realistic that everyone's hopes and expectations can be met. A fundamental 
difficulty may be balancing the views and wishes of the child, parent and clinician, 
regarding what is in the best interests of the child (Wolpert et al., 2001).
As CAMHS is a service for children it makes sense that the focus is on the child and 
that their needs and experiences are kept central. However, children are not legally 
independent and live within a family or social context. It would be hoped that parents 
would provide support for their child in working towards managing difficulties. Involving 
parents in treatment may ultimately lead to better therapeutic outcomes (e.g. Scharer, 
2002), however parents also come with their own perspectives and possibly difficulties, 
which may be directly or indirectly related to their parenting role. To help the parent may 
therefore mean to help the child. I have seen that in practice a child, parents, whole 
families and family subsystems can all be seen both separately and together, which 
may best facilitate supporting the child within their family context. Perhaps given this 
understanding CAMHS would be better named as a service for children and families. 
Such a reconceptualisation could work to both combat some of the stigma Inherent in 
the title ‘mental health services'. It could also facilitate more joined up working, in 
supporting all family members.
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The Relationship to Change
This essay describes and discusses our group’s approach to the problem based 
learning (PBL) task. I shall reflect upon the group processes and processes of change 
and relate my learning, both professional and personal to the experiences I have had 
since the task.
The task
When the eight of us forming our ‘personal and professional development’ (PPD) group 
met for the first time we were asked to think about and develop a presentation on ‘the 
relationship to change’. W e decided to rotate the role of chair and to have ten minutes 
of group reflection time each week.
W e initially discussed a wide range of approaches to the problem. W e found that the 
possibilities widened and needed to be narrowed again at each stage until we had 
reached our final decisions. W e illustrated this process diagrammatically:
1. Brainstorm on ‘the relationship to change’
2. Feedback on favoured approach
3. Theories of multiple roles and 
the ripple effects of change
4. Personal experiences
5. Ecomaps
Presentation
Figure 1 : Process of the task
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At the second stage two key themes emerged. Five of us, including myself identified the 
same preferred areas and the majority was taken as a consensus. I shall reflect on this 
in considering the group process. W e were interested in the ripple effect that changes 
for one person have on those around them and how people manage multiple roles and 
role changes over time.
Reflections on change
I was interested to think about how we all maintain multiple roles and navigate role 
change, irrespective of our position within the therapeutic relationship. I think it is 
important that the breadth of shared experiences between clients and professionals is 
recognised in order to avoid the ‘them and us' culture, which I have seen can be 
damaging both to working relationships and clients. I believe that any of us could be the 
person who is using mental health services, that being a ‘service user’ can be 
temporary and that we should not see the role as a defining feature of who someone is. 
As an assistant psychologist and now as a trainee I endeavour to help others to break 
down any artificial divides in how they see the client and professional as people.
W e decided that using two ecomaps would enable us to demonstrate our ideas 
effectively. W e agreed on bereavement as a life event that could illustrate the ripple 
effects and changing roles and relationships neatly, incorporating ideas of role conflict, 
changing identity, readiness for change and role strain. W e found that our personal 
experiences of bereavement were very diverse and decided to incorporate an 
amalgamation of experiences into our presentation.
In hindsight I wonder how things would have been if we had chosen a different route, 
possibly concentrating on changes in our group relationships and process. I think that 
we identified some interesting themes that informed new insights and ways of thinking 
but in my opinion some of our ideas got lost behind the vehicle of bereavement, which 
became more salient than I think we intended. I am at very different stages of therapy 
with different clients and have begun to reflect on how the therapeutic relationship 
changes over the course of therapy. This would have been another interesting area for 
us to explore.
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Applying the Ideas
Since the task I have started working with a young woman, Jane who was referred for 
low mood and met the criteria for having an eating disorder. In the early sessions I 
incorporated psycho-education and a motivational interviewing style (Miller & Rollnick, 
2002) to help her to explore the possibility of change. She said that she believed the 
negatives of her eating far outweighed the positives, however she still felt torn about 
change. Although I understood how Jane described her position I still found it 
frustrating. So far my other clients had come to therapy ready for change and I have 
been able to make difficult changes in my life once they seemed like the right choice so 
why could not Jane? I was being advised, through the literature (e.g. Waller et a/., 
2007) and in supervision that Jane would not be able to engage in CBT when she was 
so underweight. She would therefore have to stabilise her weight before she could start 
the treatment that could make this more possible for her. This felt like a real paradox. 
Although I could see the logic, ethically it felt wrong, as did taking away her choice to 
have treatment if she could not make a change at that time. However I realised that 
things were not so black and white and she found it helpful that I was able to support 
her through the weeks when she was unsure what to do. I was able to see things more 
flexibly and more hopefully by seeing Jane as being on a continuum of readiness to 
change. According to the Prochaska and Diclemente transtheoretical model (1982), she 
was in the contemplation stage of change (see figure 2) and I could see that she had 
moved past pre-contemplation. It also made sense to me from my experience that 
movement between stages could go backwards and forwards.
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Action
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Precontemplation ■ ENTER HERE
TEMPORARY EXIT
Figure 2: Stages of change model (adapted from Prochaska & Veiicer, 1997)
Through communicating honestly with Jane we were able to work through some of the 
difficulties that arose. Although I was trying to come alongside her and find a 
collaborative position, my concerns about her losing weight were evident and this 
created a divide that it was helpful to discuss. Jane has since reached a turning point 
when a number of events led her to realise that she did want to combat her eating 
disorder and to start to make changes. Jane taught me that the factors influencing the 
decision to change will be varied and very individual and that people will need to move 
in their own time. I will need to develop my understanding of these individual processes 
and further consider how I can support people in the position they are in. When there 
are times that I am struggling with change it may be helpful for me to explore these 
processes in relation to myself more fully.
During the task it took me a while to make sense of new theories and models in a way 
that could shape my thinking. I wondered how clients felt when I presented models to 
them. When my client Venieva gained the insight that her negative self beliefs were 
maintaining her depression I was surprised before I was pleased. I had thought she had 
realised this from the formulation we developed together eight weeks before. I realise 
that understanding something is not the same as internalising it. I think it is useful for
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me to have ideas in mind of steps that clients may benefit from taking at different stages 
in therapy. However I need to keep in mind that this will be a fluid process and unique 
to each individual and to be open to learning from the client what works best for them.
Reflections on the group process
Our group seemed to get on well from the outset, although initially I think we were all 
being very conscious and polite, whilst we got to know each other better. I think that we 
were more relaxed on weeks that our facilitator joined us. I assumed that she would let 
us know if we were going off track with our ideas and found this reassuring. I wonder if 
we were also more calm in ourselves and related better to each other due to wanting to 
make a good impression.
During the task the majority opinion was taken as a consensus. Whilst we did 
acknowledge that not all ideas were taken forward I do not think that this was 
adequately discussed. I was pleased when others wanted to incorporate my ideas into 
our work and felt disappointed when they did not. I therefore wondered how others felt, 
especially when they felt invested in ideas that were not taken up by the group and 
whether they would feel as committed to an approach they had not chosen. This had 
real echoes of change in the NHS, where I have seen teams fight change when they 
feel it has been imposed on them. In my experience with individuals and staff teams I 
have learnt that it is crucial that decisions are made collaboratively. I have also learnt 
that people will often only take responsibility for change when they feel they have some 
control. W e did not discuss this in the group, possibly as it felt uncomfortable and 
instead kept moving with the task. In our clinical work we will need to help create 
environments and relationships where difficult ideas and emotions can be expressed 
and discussed. It will therefore be important for us to take the opportunity to explore this 
in our PPD group, although it may feel unsafe to start with.
I appreciated the experience of being chair, although this fell on what was the most 
demanding week, in the session before the presentation. To meet these demands I 
helped the group to remain task focused. However whilst I believed that I had organised 
the session well I was conscious that I was more directive than is my natural style and
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felt worried that others may have thought negatively of me. I discussed this with other 
members and was reassured. However I feel there is a personal dilemma between 
demonstrating what I believe are good management skills and being oversensitive to 
what others may think of me in a leadership capacity. I hope I will be able to increase 
my awareness of leadership styles and find a balance which feels comfortable to me.
The presentation
When the first group gave an entertaining and humorous presentation I felt myself 
feeling embarrassed before we had stood up. I thought that our work would come 
across as too serious, depressing and relatively uncreative and felt relieved when it was 
over. I was therefore surprised when a trainee from that first group said she had thought 
that her group's presentation was shallow compared to ours. She was impressed that 
we had shared and discussed personal experiences of a difficult topic. Her perspective 
reminded me how easy it is to evaluate yourself negatively compared to others and how 
a diversity of approaches can be far more interesting. It also reminds me to use some of 
the thought challenging techniques that I encourage my clients to use within a Cognitive 
Behavioural Therapy approach.
My learning
I learn most effectively through experience and giving myself enough time to reflect on 
events and process my thoughts. I like to articulate my thoughts out loud to others who I 
trust, while I am trying to make sense of something. Whilst this helps me to consolidate 
thoughts in my mind I think that I am also seeking reassurance, checking that what I am 
thinking makes sense or sounds reasonable. This Is the first time I have thought about 
this and I shall revisit my understanding about this need as my learning progresses.
I am aware of times that I have ‘reflected in the moment’ (Schon, 1991) and used this to 
try to guide my behaviour. I also need space to do this afterwards, also thinking about 
my feelings and questioning whether I could have done things differently. This will be 
crucial for enhancing my learning and development as a practitioner. I have sometimes 
found it difficult to carve out this space and I am going to try to schedule time for
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thinking between clients and to prepare for what I then take to reflect on in supervision. 
My PPD group may be another forum in which we can help each other to reflect on 
experiences, recognising and thinking about our thought processes, feelings and 
actions and to consider different courses of action.
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Introduction
This essay describes and discusses our group’s approach to a problem based learning 
(PBL) task. I shall reflect upon how our ‘personal and professional development’ (PPD) 
group approached the task and relate my learning, both professional and personal to 
the experiences I have had since the task.
The task
The task presented to us outlined a clinical vignette based around complex family 
dynamics, where there was some history of domestic violence, reported neglect of the 
children and parents with a degree of learning disability. The question raised was 
whether adoption was in the best interests of the children. I found that I really benefited 
from working on the case within my PPD group. Having met for a year and completed 
another PBL task together I felt that we were functioned well as a group. My colleagues 
were able to help me to challenge my thinking and increased the attention that I paid to 
different aspects of the case. For me, this highlights the benefits not only of MDT  
working but of giving case discussion an adequate amount of time, especially when 
decisions are so critical and will have lasting impacts upon whole family systems.
The process of this task felt quite different to our previous PBL task, in particular by 
being more focused (see figure one). W e were more productive in making decisions 
and decided to delegate tasks, although we chose not to have a chair for our meetings. 
I was surprised that not having a chair enabled a more collaborative feel to our 
meetings. As a group we had a conversation about how much time we would give the 
task, rather than letting it dominate above our many other tasks of training. I believe we 
were also quite settled into the process of clinical training and took a more balanced 
and relaxed approach, compared to our first PBL task, which was our first assignment 
of the course. I think we also benefited from being a more established group and were 
better able to express our thoughts. This reminds me of the importance of time in 
building relationships, although this is often not possible within the confines of the NHS, 
where treatments are time limited. I realise now that I did not miss having a group 
facilitator for the task, possibly as I no longer felt the need for the reassurance that such
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a person had brought us as a group in the past. Maybe we felt that we now had a 
‘secure base' (Bowlby, 1988) within ourselves and could provide our own containment 
and reassurance from within the group.
Prior to being given the PBL task our group had just come from participating in a debate 
within another forum. One of our group members suggested that this could be a useful 
way to structure our presentation. This probably would not have been something I 
would have suggested, as I have found debates quite intimidating forums in the past. I 
found that it worked well in enabling us to give due consideration to opposing points of 
view, which seemed important in the task. I was also glad to have further experience of 
the debating format, which helped me to question my beliefs and feel more confident 
that I had something ‘intelligent’ to offer.
1. Deciding presentation format
2. Researching literature
3. Structuring the debate
4. Dividing into 3 groups to develop arguments
5. Combining each contribution
6. Presentation: Debate
Figure 1 : Process of the task
With hindsight I wonder whether we were a little hasty not to consider alternative 
vehicles for our presentation. Since the task I have thought that the vignette would have 
lent itself very well to a more systemic exploration. It could have been a good
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experience for us as a group to learn more about systemic theories and practice. This 
would also have been helpful for my clinical experience within my Child and Adolescent 
Mental Health Service (CAMHS) placement. I have been learning more about systemic 
approaches to working with children and families in practice and have seen how a 
systemic approach can be beneficial both within therapeutic work and in working with 
NHS teams. Learning more about systemic theories and exploring different ideas is 
something which will be important to me as I continue training.
Alongside our task we continued PPD meetings which were not focused on the task. I 
think that it was helpful to experience the group within these two different contexts at 
one time. Within the NHS I have seen that there are often different structures and 
agendas for meetings, which require some flexibility, from both individuals and groups.
Developing our ideas
Whilst working on the construction of evidence for the debate I realised that we could 
use the same piece of information for both sides of the argument. Many documents and 
policies were open to interpretation, dependent upon the agenda of the person reading 
them, e.g. The Children’s Act (1989). I think that bringing this recognition to the group 
was an important contribution to everybody’s thinking, as it enabled us to clearly identify 
the dilemmas in the case within our debate.
As a group we thought about what our experience of the task would have been if we 
each took the perspective of different professionals, e.g. social worker, psychiatrist, 
clinical psychologist. W e thought that incorporating the perspectives of different 
professional roles might have blurred our focus on the issues presented in the case, 
which I imagine must often happen in practice. W e also realised that discussions and 
decisions within the NHS usually do occur within such teams. Therefore it would be 
important for us to be aware of the professional system and differentiated roles and the 
pressures impacting upon different parts of the system.
I found it difficult at times to keep the individual family members in mind when 
discussing the details of the case. This was in part due to the hypothetical nature of the 
scenario. However I think it can be particularly difficult during multidisciplinary team
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(M DT) meetings where such cases are discussed, especially where most team  
members may not have met the people being talked about. When working with care 
staff teams in the past I have recognised the importance of helping staff to see the 
similarities that they have with clients, whether persons with a learning disability or an 
illness such as dementia. I have found that identifying with clients in this way helps to 
reduce the gulf caused by what I consider to be a ‘them and us’ perspective. Having 
given this much thought in the past, I think that such a perspective serves the function 
of distancing us as professionals from clients and thus protecting us to some degree. 
Contemplating the difficulties others are facing and recognising that that could have 
been us, or indeed might be us in their position in the future is a very frightening thing to 
consider. Recognition and discussion of these ideas may be very powerful within 
professional teams and care teams.
Applying the Ideas
For me the clinical vignette raised the dilemma of ‘certainty’ versus ‘positive risk taking’, 
which is seen as an important concept within the recovery model (e.g. Repper & 
Perkins, 2003). Mason (1993) recognises that at times we get caught up in wanting 
certainty and suggests that in relation to child protection, social services departments 
seem to aim for a position of safe certainty and attempt to approach decision making as 
if an exact science (p. 196). Within my CAMHS placement I have seen how taking a 
curious, ‘uncertain’ position can be helpful in exploring different ideas with a family. 
However generally there is not a matter of serious risk to contend with.
In the task presented to us there was a question of risk and the question of the best 
interests of two young children. In such a scenario uncertainty suddenly seems much 
less palatable, as the stakes are so high and a solution is being requested. I agree with 
Mason (1993) that the word solution implies an answer to a problem whereas in 
complex family cases any ‘solution’ may not be final and may raise new dilemmas. That 
is what our group realised when researching and considering issues in relation to the 
case, e.g. balancing the potential long term difficulties of growing up with parents with 
learning disabilities (e.g. McGaw, 2000) versus the documented poor social and 
psychological outcomes of growing up in care (e.g. McAuley & Davis, 2009).
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I found myself feeling quite sad, angry and frustrated when thinking about the 
powerlessness of the parents within the clinical scenario and the hopes for the children, 
feelings which were echoed by other group members. It was as if we were experiencing 
transference (e.g. Lemma, 2006) from the family in the story. I think that the power 
differentials between clients or service users and professionals are even greater when 
the client is a person with a learning disability, which seems terribly unjust. It would be 
important for this to be honestly acknowledged and discussed within NHS teams 
supporting persons with a learning disability. I hope to contemplate these positions 
further within the context of my upcoming placement within a learning disability team.
Mason (1993) suggests that we might hold beliefs that ‘encompass both expertise and 
uncertainty' (p. 192). Something which sounds almost impossible to me but I wonder if 
that connects to the process of clinical training, where at times I find myself equating 
certainty with expertise. This will be important for me to consider and challenge, both as 
a trainee and in my continuing career and may warrant ongoing discussion in 
supervision. As a trainee I have found that supervision has helped me to feel 
‘contained’ (Caseman, 1995) at times when I felt the most unsure in my clinical work. I 
have then felt safe enough to embrace positions of curiousness and ‘not knowing’ with 
clients.
I found myself quite emotionally affected by this PBL task, as we were considering a 
case in depth which could have been real. During the task I was working in CAMHS and 
in one case with a child who had been born to parents with learning disabilities and 
subsequently adopted, which made it seem even more real to me. Considering the 
perspectives of different family and team members brought mixed feelings, anger, 
frustration, anxiety and sadness. I think it will be important for me to recognise and 
engage with emotion and to try to use it helpfully, e.g. to understand transference (e.g. 
Lemma, 2006). However I think I will need to be aware of not feeling engulfed by such 
emotions, to the point at which they might impede clear thinking. Reflecting upon 
emotion may be an important element of supervision.
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Reflections on the group process
W e did not take time within the task to reflect on our group process, or to ‘reflect in the 
moment' (Schon, 1991), which I think was a missed learning opportunity. Once we 
divided up into smaller groups to work on different areas (see figure 1) I think that we 
were quite independent within this. Allocating specific roles in this way seemed a very 
efficient way of managing the task. Through my experiences with different MDT  
meetings I have come to believe that smaller groups can often be more efficient in 
decision making. However, dividing up roles means that nobody has a full grasp of the 
entirety of the task and people may not feel as invested in the group outcome. I wonder 
whether finding ways to discuss team dynamics and make space for reflections within 
M DT meetings within the NHS could increase harmony and overall effectiveness of the 
team. However I think that given the pressures that people are under in a time of high 
demands, service reconfiguration and lack of job security it would be hard for people to 
carve out the time to do this.
I felt disappointed when the group consensus was not to have a chair for this task and I 
think I was the only person in favour. I have had little experience of chairing meetings. 
After I led a previous PBL session I identified that I wanted to develop my awareness of 
leadership styles and to find a personally comfortable balance between demonstrating 
good management skills and my sensitivity to what others may think of me. In hindsight 
I think that I could have been more confident in expressing my opinion to the group and 
explaining why it was important to me to have this experience and opportunity for 
feedback. Certainly within MDT meetings in the past there have been times when I 
have been able to speak up with a different view. It will be important for me to develop 
my ability to do this, both within the group and more widely, within my placements. I 
believe it is an important skill for a clinical psychologist to be able to help people to 
consider a different view, in a whole range of contexts.
Conclusion
I think that our presentation went very well and our group appreciated receiving positive 
feedback. For me it was an important experience of speaking within a debate and I was
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able to ask for and receive feedback from my group that helped me to question my 
beliefs about my competence in this role. I believe I gained a lot from this task, in terms 
of recognising and considering our group process and considering a very complex and 
emotive clinical case in depth, which felt very powerful. Many of my reflections I shall 
take with me into my upcoming Learning Disability placement to explore further. Within 
my PPD group we realised that we had begun to feel that we had a secure place in 
which to consider difficult issues. I think that we experienced sharing a ‘position of safe 
uncertainty’ (Mason, 1993), as a group, in a situation which felt unsafe from a risk 
perspective.
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Process Account Summary
This reflective account discusses the development of the personal and professional 
development (PPD) group over the first year of clinical psychology training. First 
impressions, both within the group and wider cohort are considered. As the group 
became established the initial imbalance between conversations about personal and 
professional aspects and the implications of this for the group are contemplated. Initial 
lack of self-disclosure within the group was interesting and all of these elements are 
also discussed in relation to the therapeutic relationship.
Over time the group began to find greater meaning. The account considers the 
possibilities that became apparent to the group with experience, identifying both the 
potential risks and rewards of revealing more of self within the group. The Joharis 
window is used as a tool to demonstrate what we and others may know about 
ourselves. This is considered in relation to thinking about the PPD group as a forum for 
feedback, to facilitate to a greater extent our personal development, within the 
framework of our professional development, as these interrelate. The group process of 
emotional contagion is used to understand influences within group sessions and issues 
of belonging, which is also discussed in relation to both therapeutic and professional 
groups.
Leadership and inherent power balances and responsibility are discussed and related 
to the multidisciplinary team context within the NHS. The essay goes on to contemplate 
how the group may move forward over the coming year, as the current foundation of 
learning and experience is built upon.
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Process Account Summary
This reflective account discusses the development of the personal and professional 
development (PPD) group over the second year of clinical psychology training. 
Interactions between group members and two way learning processes are considered 
alongside how these may be taken forward into the context of the third year of clinical 
training and the NHS. The transition into the second year is discussed in relation to 
evaluating and reviewing outcomes within a therapeutic context. Containment was an 
important aspect of the group experience and this is explored in relation to a change of 
facilitator.
Reflection itself is thought about and discussed in depth within the account. An 
important recognition was the importance of fostering an environment that enables 
genuine reflection. Research is turned to in order to relate the group experience to 
attachment theory and this is further considered for therapeutic groups within a clinical 
context.
In common with the first year process account further thought is given to the balance 
between the professional and the personal within the group and how self-disclosure 
may relate back to attachment theory. The essay goes on to contemplate how the 
group may move forward within the third and final year of training and negotiate the 
transition towards all group members becoming qualified clinical psychologists.
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Overview of Clinical Experience over the Five Placements
The following account provides a summary of experience over five clinical placements 
across three years of training.
Adult placement
This placement offered the opportunity to work in an adult Community Mental Health 
Team (CMHT). It gave me experience in working with clients aged 20-65, primarily 
using cognitive behavioural therapy (CBT) models with a range of mild and moderate to 
severe and enduring mental health difficulties. These included a range of anxiety and 
mood disorders, eating disorder, psychosis, post traumatic stress disorder and 
personality disorder. I also provided therapy around carer support. I conducted and 
presented a clinical audit which formed the basis of a small scale research project. This 
evaluated the extent to which the CM HT was referring service users for psychological 
therapy, as recommended in the relevant NICE Guidelines. I also designed and 
delivered a training presentation on OCD for a carers group and presented my literature 
review on CBT for psychosis within the psychology department. Training workshops on 
elements of CBT, schema therapy and mindfulness were beneficial, alongside excellent 
supervision for developing clinical skills.
Child and adolescent placement
This placement was split between the Child and Adolescent Mental Health Service 
(CAMHS) and the Child Learning Disability Team. It involved working systemically with 
children and adolescents with a variety of presenting issues including behavioural 
problems, depression, anxiety disorders, autism, ADHD and Learning Disabilities. I 
undertook consultation work with parents and other professionals. Opportunities to co­
work with family therapists in extended assessments and family work were welcomed 
and I also joined the reflecting team in family therapy. I also worked with families with 
complex difficulties who were hard to engage and where parental difficulties were 
paramount. Attending psychodynamic case discussion groups helped to develop my 
ability to formulate within this model. I conducted neuropsychological assessments 
including with a boy with foetal alcohol syndrome (FAS) and Autistic Spectrum Disorder
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(ASD). In terms of developing leadership skills, I designed and delivered a presentation 
to parents about managing anxiety with children with ASD and designed a pamphlet 
explaining the assessment process for ASD. I also devised a picture-based story 
template for therapeutic letters in anxiety work. I attended workshops and conferences 
in using CBT with children, mentalization-based family therapy and using creative 
interventions with troubled children.
People with learning disabilities placement
This placement was split between the community and an in-patient assessment and 
treatment unit, both for people with a range of learning disabilities. This involved 
working alongside speech and language therapists, nurses, social workers, 
psychiatrists and occupational therapists. I worked within integrative, behavioural, CBT 
and systemic models. In the community I worked with clients in residential care 
provisions around reported behavioural difficulties. I also conducted neuropsychological 
assessments in relation to diagnosing learning disabilities and dementia and as part of 
an assessment of parenting ability. I developed and delivered staff training on 
managing self-harm in people with mild learning disabilities. Following this I adapted the 
training and developed a presentation for a large multi-disciplinary team, across three 
services. Within the in-patient service I undertook a range of assessments and 
interventions, all encompassing an appreciation of risk and worked in individual therapy 
with a young woman around perpetrating domestic violence, alongside systemic 
therapy. I also ran a relaxation group. Working with the nursing team, I developed an in- 
depth person-centred care plan and discharge pack, which was psychologically minded 
and accessible to the client. This then acted as a template within the service.
Older adults’ placement
This placement was based in a community mental health team. I undertook therapeutic 
work with older clients ranging from their sixties to nineties, in addition to 
neuropsychology, consultation, audit and service development. Developing my skills in 
consultation and leadership was a key focus. Therapeutic work often related to 
presentations of depression and anxiety disorders and bereavement, end of life issues 
and poor physical health were common. Therapy often focused on coping with adverse
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life events, including poor health, e.g. Parkinson’s disease and dementia. I worked 
using an integrative approach, with elements of CBT, systemic work and narrative 
therapy. I worked both with individual clients and offering staff support around 
challenging behaviour in the context of dementia on an in-patient ward. I undertook 
couple therapy in relation to one partner’s depression and was able to take them to the 
family therapy clinic, where I had a reflecting team to support my role, I also undertook 
an in-depth piece of consultation work within the CMHT, to support the care- 
coordinator. This involved complex case formulation and a presentation to the MDT. For 
8-weeks I co-facilitated a Cognitive Stimulation Therapy Group and went on to 
supervise colleagues in running this group. I also prepared a presentation on NICE  
guidance about improving service-user experience. As part of service development I 
shared in conducting a Trust-wide audit, assessing aspects of equality and diversity in 
service access and provision.
Specialist placement: Looked after children and domestic violence project
This placement involved working within children’s services and a high degree of multi­
agency working. I worked with children and adolescents in foster, residential and 
adoptive placements and their foster carers and social workers. Therapeutic work 
integrated models including attachment-based therapy, CBT and aspects of 
mentalisation-based therapy. Young people had experienced a range of traumatic 
experiences in relation to abuse and neglect in their birth families, including issues of 
domestic violence, alcoholism and parental mental health difficulties. Therapy focused 
on a range of issues, including identity, self-esteem, anger management, trauma and 
emotion regulation. I also provided consultation to social workers and foster carers. I 
conducted in-depth assessments, including psychometrics with two children. Alongside 
my supervisor I re-designed and delivered a two-day training package for foster carers 
on attachment, loss and grief. A further aspect of the placement involved working in a 
domestic violence assessment service, working with both victims and perpetrators of 
domestic violence, as part of a reflecting team. I attended training workshops in working 
with domestic violence and in using mentalisation-based therapy with children.
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Adult Case Report Summary
This case study describes assessment and intervention for depression in a Moldovan 
woman (‘Rumiana’) in her early forties with bipolar disorder (BPAD). Assessment 
revealed that Rumiana had been depressed for two years, following a period of 
hypomania and a diagnosis of BPAD. She presented with low mood, a lack of interest 
and pleasure in previously enjoyed activities and poor sleep and appetite. The problem 
was thought to be negatively impacting upon the family and family relationships are 
depicted in a genogram. The client's background history is described and the 
development of the therapeutic relationship and issues of diversity are discussed.
Rumiana’s problem is formulated within the cognitive model of depression, (Beck et al., 
1979) and the goals of treatment were to increase activity level and challenge negative 
cognitions to improve mood. After 17 of the 20 sessions the client perceived that she 
had nearly met her goals, being more active, having more positive cognitions and 
feeling happier. W e identified that a change of job might help her to improve her mood 
further and she set herself goals to work on towards this. The Beck Depression 
Inventory (second version) indicated improvement from moderate to mild depression. 
The involvement of the family is further discussed. The work is evaluated from a critical 
and reflective stance with consideration of the strengths and limitations of the work and 
key areas of learning and development.
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Adult Case Report Summary
This case study describes assessment and intervention for atypical anorexia nervosa in 
a white British woman (‘Sarah’) in her twenties. Assessment revealed that Sarah had 
been severely restricting her eating and was underweight. She felt low in mood, was 
finding it hard to concentrate and felt constantly tired. Sarah met the criteria for atypical 
anorexia nervosa and depression seemed to be a secondary problem. The client’s 
background history is described and the development of the therapeutic relationship 
and issues of diversity are discussed.
Family relationships and Sarah’s support networks are depicted within a genogram and 
ecomap. Sarah’s problem is formulated within a generic longitudinal cognitive 
behavioural model (Dudley & Kuyken, 2006) which was adapted to incorporate the 
trans-diagnostic model for eating disorders (Fairburn et al., 2003). The primary goal at 
the start of treatment was for Sarah to stabilise her weight. A more comprehensive 
goals list was later developed and integrated into therapy.
Intervention comprised 23 of 30 planned sessions and incorporated behavioural and 
cognitive work on Sarah’s diet, body image and self-esteem. Weight was successfully 
stabilised and cognitive strategies were used to good effect. The importance of 
maintaining motivation and working towards ending are considered. However distress 
started to increase, which is discussed in the context of the work. Following hospital 
admission Sarah’s case was reformulated within a diathesis-stress model. The work is 
evaluated from a critical and reflective stance with consideration of the strengths and 
limitations of the work and the therapeutic relationship is further discussed.
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Child Case Report Summary
This case study describes a neuropsychological assessment with an eleven year old 
boy, ‘Matthew’, who had Foetal alcohol syndrome (FAS), Attention Deficit Hyperactivity 
Disorder (ADHD) and Autistic Spectrum Disorder (ASD). The assessment was 
requested to determine whether Matthew had a Learning Disability and to identify a 
cognitive profile of his strengths and difficulties.
Matthew’s background history is described, especially in relation to his early 
experiences of fostering and adoption. The experiences that Matthew’s school and 
family had of him are also shared before a consideration of the relevant literature. The 
Wechsler Intelligence Scale for Children- fourth UK Edition (W ISC-IVUK) and the 
Wechsler Individual Achievement Test Second edition-UK (WIAT-II UK) were used to 
develop a profile of Matthew’s ability and performance and discrepancy between them.
The assessment results indicated a Learning Disability and specific difficulties in 
numeracy and literacy. His profile indicated specific cognitive strengths and difficulties, 
which are also discussed in relation to research findings. These enabled 
recommendations regarding academic, behavioural, emotional and social support to be 
tailored to his relative needs and skills. The study goes on to further consider the 
assessment within a more critical and reflective stance.
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Oral Case Presentation Summary
This oral case presentation demonstrates the development of formulation skills over the 
course of training as a Clinical Psychologist. Individual work with a client called 
‘Samantha’ (Sam) was used to illustrate this development. Sam was a British woman in 
her mid twenties with diagnoses of Mild Learning Disability (MLD) and Attention Deficit 
Hyperactive Disorder (ADHD). She had been admitted to an inpatient assessment and 
treatment unit for people with Learning Disabilities, when she was highly distressed and 
reporting hearing voices and experiencing visual hallucinations. During admission it 
became apparent that Sam had been repeatedly violent towards her mother. At her 
clinical review Sam requested psychological therapy for anger management and to 
work on improving her relationship with her mother.
The presentation describes the client’s background history, service involvement and the 
context of the work and depicts the broad personal and professional networks 
surrounding Sam in an ecomap. A detailed integrative formulation is presented with 
discussion of the stages in which it was developed and the importance of the 
formulation to working effectively with Sam. In assessment Sam identified that her goal 
was to stop being angry and violent towards her mother. Formulation indicated that 
whilst elements of Cognitive Behavioural Therapy (CBT) might be helpful it would not 
address the domestic violence context sufficiently for Sam. CBT was therefore 
integrated with elements from Personal Construct Theory (PCT) and an audio clip 
demonstrates how this was utilised in therapy.
Reflecting back and comparing working with Sam with previous clients, a key 
developmental shift has been the move from having a model in mind prior to 
assessment to using in-depth assessment and formulation to guide what might be most 
helpful. The presentation reflects on the ways in which supervision helped to provide 
containment whilst putting previously learned knowledge and skills to one side and 
approaching the work in a different, more exploratory manner, with greater attention 
and time dedicated to reaching a much clearer understanding of the problem.
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The importance of supervision is discussed in relation to the case and also to personal 
and professional development. A consideration of developmental models of supervision 
showed progression through the course of training and the work presented. Supervision 
enabled a deeper reflection on issues of diversity in working with Sam. Reflection on 
the work considered the commonalities along side the differences and particularly 
highlighted the importance of exploring assumptions and ethical values in relation to the 
work and the impact that this had.
Reformulation is discussed and an extract of this process with Sam is presented 
through an audio clip. Collaboration remained crucial throughout the therapy process, 
as did ensuring that therapy was tailored to meet Sam’s particular needs and levels of 
understanding. The presentation also attempts to reflect critically on the processes of 
formulation and considers further areas of personal and professional development.
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Older Adult Case Report Summary
This case study describes a consultation with a Community Psychiatric Nurse, ‘Claire’ 
and wider Community Mental Health Team  (CM HT) regarding the complex needs of an 
Asian woman, ‘Mrs Katel’, in her eighties. Mrs Katel had a diagnosis of ‘adjustment 
disorder- neurotic/stress related somatoform disorder. She had been admitted to 
hospital for depression on two occasions and the team were concerned about her level 
of risk. However much of the team’s input had been declined or cancelled by Mrs Katel 
and her daughter. The team therefore struggled to know how best to support her.
Models of consultation are discussed in the context of working with Claire and the team. 
Aims of the consultation are outlined. The development of the therapeutic relationship 
and issues of diversity are considered in relation to both Claire and Mrs Katel. Key 
information relating to Mrs Katel and the team’s involvement is presented, including her 
family relationships and support networks. These are depicted within a genogram and 
ecomap. Consultation and discussion within the team is described before the problem is 
formulated with a focus on Mrs Katel’s cultural beliefs about family, relationships and 
health. Outcomes are discussed in relation to Claire, her client and the team.
Reformulation incorporates a greater consideration of the interactions with the team and 
the possible impact of the team culture and dynamics. The work is evaluated from a 
critical and reflective stance in relation to the content and process of the consultation 
and therapeutic working relationships.
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Abstract
The study aimed to identify whether the recommendations of the National Institute for 
Health and Clinical Excellence (NICE) guidelines for psychological therapies were being 
followed. This was investigated for service users with diagnoses of bipolar affective 
disorder, depression and schizophrenia, within one Community Mental Health Team  
(CMHT). It aimed to identify whether there were any differences between who was 
considered based on diagnosis, gender, age or ethnicity. The NICE guidelines identified 
the recommended psychological treatments. Electronic patient records were used to 
ascertain whether these therapies had been considered. All service users within the 
CM HT caseload with a diagnosis of bipolar affective disorder, depression or 
schizophrenia were included in the study. Two hundred service users met the criteria 
for the study and 47.5%  were considered for psychological therapies recommended by 
NICE. There was a statistically significant difference between who was considered 
based on diagnosis, with people with depression more likely to be considered than 
those with schizophrenia. There were trends for men and people from a white British 
background to be considered more often than women and people from other ethnic 
groups. Adults of retirement age (66-79) were less likely to be considered than any 
other age group. Whilst encouraging, the figure of 47.5%  of service users being 
considered for psychological therapies needs to be increased, in line with the 
recommendations of the NICE guidelines and NHS constitution. Methodological issues 
have been considered, as have issues of increasing equality in who is considered for 
psychological therapy.
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Introduction
The National Institute for Health and Clinical Excellence (NICE) was set up in 1999 to 
advise the National Health Service (NHS) about the most clinically appropriate and cost 
effective treatments. NICE has written clinical guidelines for a wide range of physical 
and mental health disorders and makes recommendations for treatment based on the 
best evidence available. Before the Institute was set up there were considerable 
differences in which treatments NHS trusts were offering. It was hoped that the 
guidelines would help to end ‘the postcode lottery of prescribing’ and promote better 
equality (Walker et al., 2007). The NICE guidelines for mental health problems include 
recommendations for psychological treatments with the best evidence base.
The NHS Constitution (Department of Health, 2009) states that patients have a right to 
treatments that have been recommended by NICE. In January 2010 this constitution 
became backed by law, giving patients legal rights to these treatments. It is important to 
demonstrate, both to service users, carers and the commissioners who fund services 
that NICE guidelines are being followed and the best treatments are being offered. The 
psychological therapy service within the CM HT has a robust system of ensuring that the 
treatments offered are compliant with the recommendations of the NICE guidelines. To 
reach the stage where service users are given psychological assessments and offered 
treatments they first need to be considered for treatment within the team.
The majority of the caseload of the CM HT is comprised of people with diagnoses of 
bipolar affective disorder (BPAD), depression and schizophrenia. Each of these 
disorders has a NICE guideline, including recommendations for psychological therapy 
and will therefore form the basis for this study. According to the NHS Constitution 
(Department of Health, 2009), all of these service users should be considered for 
recommended psychological therapies.
Clinical audit is a quality improvement process that seeks to improve patient care and 
outcomes. This is achieved through systematic review of care against explicit criteria 
and the implementation of change (NICE, 2002). A  few studies have been published 
which audit the implementation of various NICE guidelines nationally. However these 
are lacking. Although there is such a report for the implementation of the NICE
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guideline for BPAD (NICE, 2009b) it focuses purely on the provision of recommended 
medication. Recommendations for psychological therapy are not mentioned. 
Conducting an audit to identify whether the recommendations of the NICE guidelines for 
psychological therapies are being considered provides valuable information about 
changes that may be needed.
It is important that mental health services are delivered in a culturally appropriate 
manner. Psychological therapies are one aspect of these services. It is important to 
identify whether there are any apparent differences in who is being considered for 
psychological treatments based on factors such as gender, age or ethnicity, both within 
the caseload as a whole and within different diagnostic groups. It would be expected 
within a team practising equal opportunities that there would be no significant 
differences between these groups. Any identified differences would need to be explored 
and addressed within the team, in order to make psychological therapies accessible for 
all groups within the CMHT. The aims of the study are as follows:
1. To identify to what extent NICE recommended psychological treatments are 
being considered within the CMHT for people with diagnoses of BPAD, 
depression and schizophrenia.
2. To discover whether there are any differences in who is being considered for 
psychological treatments based on gender, ethnicity or age, within the group as 
a whole and within different diagnostic groups.
3. To present the results to the team in order to formulate a plan regarding any 
necessary change.
Method
Participants
The caseload of one CMHT formed the basis for the study. The electronic programme 
T h e  Pulse' was used to extract data from the electronic patient records system (Rio) to 
identify the team’s caseload on a given date. It was not necessary to obtain consent for 
an audit of patient records.
Research Section -  Service Related Research Project 80
The electronic patient records were used identify the gender, ethnicity and age of each 
individual. Ethnic category data was collated as per the 2001 census and as described 
by the Department of Health (2001).
Materials
The NICE guidelines for BPAD, depression and schizophrenia were used to identify 
which psychological therapies were recommended (Table 1) and should therefore have 
been considered for each group.
Table 1: Psychological therapies recommended by the NICE guidelines
Diagnostic group Recommended 
psychological treatment
Reference
Bipolar disorder Structured psychological 
therapy, e.g. CBT
The British Psychological Society & 
Gaskell (2006).
Depression CBT for depression 
Behavioural couple therapy 
(not currently offered within 
CMHT) 
Interpersonal Therapy (IPT)
NICE, 2009a
Schizophrenia CBT for psychosis 
Family interventions 
Arts therapies
NICE. 2009c
Procedure
The progress notes and correspondence sections of each person’s electronic notes 
were searched, from the point of first contact identified, to determine whether 
recommended psychological treatments were considered. Paper records (dated prior 
to electronic notes) were not used. The list of correspondence was first searched to 
identify any psychological reports that may have been listed. Following this the ‘CTRL  
F’ (find) function identified whether certain terms were written in the progress notes. 
These included ‘psychology’, ‘psychological’, ‘therapy’, ‘therapies’ ‘CBT’,
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‘psychotherapy’, ‘family intervention/s’. If no reference to therapy was made in the 
progress notes or correspondence list then the historical documents record (scanned in 
documentation from prior to electronic notes) was also searched, when present, for the 
above search terms. Any entries found with the terms were used to identify which 
therapies, if any, had been considered.
Data was collated in a password protected database in Microsoft Excel. Descriptive 
data was noted and the Chi-squared test (%^ ) was run in SPSS (Version 16 for 
Windows), to identify whether any differences between groups were statistically 
significant.
Results
Demographics
There were 312 clients on the team caseload. Of these 200 had a primary diagnosis of 
BPAD, depression or schizophrenia.
Table 2: Demographics of the 200 participants
Diagnosis BPAD % Depression % Schizophrenia %
49 24.5 56 28 95 47.5
Gender Female % Maie %
104 52 96 48
Ethnicity White
British
% Asian/Asian 
British
% Biack/Biack
British
% Other
ethnic
group
%
156 78 24 12 11 5.5 9 4.5
Age 19-30 % 31-50 % 51-65 % 66-79 %
30 15 107 53.
5
49 24.5 14 7
Research Section -  Service Related Research Project 82
Age was broken down to distinguish younger adults (19-30), middle aged adults (31- 
50), older aged adults (51-65) and adults of retirement age (66-79). It is worth noting 
that these categories produce age bands of unequal size, ranging from 11 to 19 years. 
There was no missing data.
Descriptive results and analysis
Overall 95/200 (47.5% ) people were considered for psychological therapies 
recommended by NICE.
Diagnosis
Table 3 shows that a greater percentage of service users with depression (63% ) were 
considered for psychological therapies, than service users with schizophrenia (39% ) or 
BPAD (47%).
Table 3: Consideration of recommended psychological therapy by diagnosis
Therapy
considered
Therapy not 
considered
Total Percentage
considered
BPAD 23 26 49 47%
Depression 35 21 56 63%
Schizophrenia 37 58 95 39%
The chi squared result indicates that this difference was statistically significant;
X^(2) = 7.85, p= 0.02.
G ender
A greater percentage of men (53%) than women (42% ) were considered for 
psychological therapy (Table 4).
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Table 4: Consideration of recommended psychological therapy by gender
Therapy
considered
Therapy not 
considered
Total Percentage
considered
Female 44 60 104 42%
Male 51 45 96 53%
However, the chi-squared test shows that this trend was not statistically significant,
(1) = 2.34, p= 0.13.
G ender within diagnostic groups
Table 5 shows that a greater percentage of men with BPAD (62% ) and schizophrenia 
(50%) were considered for psychological therapy than women with BPAD (36% ) and 
schizophrenia (24%). Conversely, for people with depression a greater percentage of 
women (69%) than men (52% ) were considered for psychological therapy.
Table 5: Consideration of recommended psychological therapy by gender, within diagnostic 
categories
Therapy
considered
Therapy not 
considered
Total Percentage
considered
BPAD Total 23 26 48 47%
Female 10 18 28 36%
Male 13 8 21 62%
Depression Total 35 21 56 63%
Female 24 11 35 69%
Male 11 10 21 52%
Schizophrenia Total 37 58 95 39%
Female 10 31 41 24%
Male 27 27 54 50%
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Ethnicity
Table 6 shows that a greater percentage of people who were white (51% ) were 
considered for psychological therapy than from any other ethnic group. 44%  of people 
in the category of ‘other ethnic group' were considered, 38%  of the Asian or Asian 
British group and 27% of the Black or Black British group. However the numbers in 
different ethnic groups were relatively low overall, meaning the trend may have been 
less representative.
Table 6: Consideration of recommended psychological therapy by ethnic group
Therapy
considered
Therapy not 
considered
Total Percentage
considered
White 79 77 156 51%
Asian or Asian 
British
9 15 24 38%
Black or Black 
British
3 8 11 27%
Other ethnic group 4 5 9 44%
25%  of the cells here had expected counts lower than five, rendering the chi-squared 
result unreliable. Fisher’s exact test indicates that the pattern of results was not 
statistically significant, p= 0.338.
Ethnicity within diagnostic groups
Table 7 shows that White British service users with BPAD (52%) were more likely to be 
considered for psychological treatment than those from an Asian or Asian British 
background (16%). There were two clients from an ‘other ethnic group’ with depression 
and each of these was considered for recommended psychological treatment. White 
British service users with depression were the least considered (62% ) compared to any 
other group. For those with schizophrenia, service users from a White British or Asian 
or Asian British background were similarly considered (41%  and 40% ). Those in the 
Black or Black British group or Other Ethnic group were relatively less likely to be 
considered (30% and 33%).
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Table 7: Consideration of recommended psychological therapy by ethnic group, within diagnostic
categories
Therapy
considered
Therapy not 
considered
Total Percentage
considered
BPAD Total 23 26 49 47%
White 22 20 42 52%
Asian/Asian
British
1 5 6 16%
Black/ Black 
British
0 0 0 n/a
Other 0 1 1 n/a
Depression Total 35 21 56 63%
White 31 19 50 62%
Asian/Asian
British
2 1 3 66%
Black/ Black 
British
0 1 1 n/a
Other 2 0 2 100%
Schizophrenia Total 37 58 95 39%
White 26 38 64 41%
Asian/Asian
British
6 9 15 40%
Black/ Black 
British
3 7 10 30%
Other 2 4 6 33%
Age
Table 8 shows that people in the age groups 19-65 were similarly considered for 
psychological therapy (47-50% ) and there was a tendency for people aged 66-79 to be 
less commonly considered (36%).
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Table 8 : Consideration of recommended psychological therapy by age group
Therapy
considered
Therapy not 
considered
Total Percentage
considered
Younger adults 
19- 30 years
15 15 30 50%
Middle age adults 
31-50 years
52 55 107 49%
Older age adults 
51-65 years
23 26 49 47%
Retirement age adults 
66- 79 years
5 9 14 36%
However, the chi squared result indicates that this difference was not statistically 
significant, %^(3) = 0.92, p= 8.22.
A ge within diagnostic groups
Table 9 shows that for people with BPAD, those aged 31-65 were most commonly 
considered for psychological therapy (50% ) compared to those in the younger and older 
age groups (33%). For people with depression, those aged 31-65 were most commonly 
considered (66% to 70%), compared to the younger and older age groups (33%  and 
45%). Younger people (aged 19-31) with schizophrenia were more commonly 
considered for psychological therapy (62%) than older age groups, of 31-79 years (28%  
to 38%).
Research Section -  Service Related Research Project 87
Table 9: Consideration of recommended psychological therapy by age group, within diagnostic
categories
Therapy
considered
Therapy not 
considered
Total Percentage
considered
BPAD Total 23 26 49 47%
19-30 years 2 4 6 33%
31-50 years 12 12 24 50%
51-65 years 8 8 16 50%
65-79 years 1 2 3 33%
Depression Total 35 21 56 63%
19-30 years 5 6 11 45%
31-50 years 19 8 27 70%
51-65 years 10 5 15 66%
65-79 years 1 2 3 33%
Schizophrenia Total 37 58 95 39%
19-30 years 8 5 13 62%
31-50 years 21 35 56 38%
51-65 years 5 13 18 28%
65-79 years 3 5 8 38%
Discussion
Overall nearly half of all service users with primary diagnoses of BPAD, depression and 
schizophrenia were being considered for a NICE recommended psychological therapy. 
This is very encouraging. However according to the NHS Constitution (Department of 
Health, 2009) all service users in these groups should be considered.
Who gets considered for what?
The results indicated that people with depression were the most likely to be considered 
for psychological therapy and people with schizophrenia were the least likely. This may
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be due to a differing perception of the potential efficacy of psychological therapy with 
these two groups, or of perceptions of the clients’ willingness to engage. It was 
somewhat surprising that overall men were more likely to be considered for 
psychological therapy than women, in particular, for those with BPAD and 
schizophrenia, where they were twice as likely to be considered. Research suggests 
that men are more reluctant than women to seek help in therapy (e.g. Addis & Mahalik, 
2003). It might therefore have been expected that men would be less likely to be 
considered for psychological interventions. Only for depression were women more likely 
to be considered than men, and then only marginally.
White British service users were overall more likely to be considered for psychological 
therapies than those from other ethnic groups. There were indications that those in the 
‘White British’ group were the most likely to be considered for treatment for BPAD. 
Those from an ‘other ethnic group’ were the most likely to be considered when they had 
depression. Service users in the ‘Asian or Asian British group’ and ‘White British’ group 
were the most likely to be considered for psychological treatment for schizophrenia. It 
would be important to explore these differences with the team. There may be language 
barriers which prevent people from being considered for therapy. Awareness of the use 
of translators in therapy may need to be increased. There may also be differences in 
perceptions of psychological therapy in different groups or variations in team members’ 
beliefs about who might be able to engage and benefit from therapy.
People in the middle age ranges (31-65) were the most likely to be considered for 
psychological therapy for BPAD and for depression. Younger adults (19-30) were the 
most likely to be considered for treatment for schizophrenia. Non-working age older 
adults (66-79 years) across all diagnostic groups were less likely to be considered for 
psychological therapy than any other age group. This could be explained by 
perceptions of how older people may or may not be able to engage or use 
psychological therapy. Alternatively, there may be doubts about how psychological 
treatments could help those with potentially very long standing disorders. There may 
also be differing ideas of who the adult CMHT is best able to cater for, when there is an 
older adult service in the locality who take referrals for adults over 75.
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Methodological considerations
The study referred only to documented consideration of psychological therapy. It was 
not possible to identify whether this was a true reflection of all service users who were 
considered. It is likely that psychological therapies had been considered and ruled out 
for some service users, without this being recorded. Discussion with care co-ordinators 
may have provided a better sense of whether this would always be documented. A  
further limitation was the inability to search notes from the first contact each person had 
with mental health services. Archived paper notes, used prior to electronic records were 
not used in the study. Therefore it is possible that some service users might have had 
psychological therapies in the more distant past. This could have particularly applied to 
older adults in the study.
The study looked at data for two hundred service users at a set point in time, which may 
or may not have been representative of the CMHT. There were relatively low numbers 
in some of the ethnic groups, which may have made the findings relating to ethnicity 
less reliable. Data may need to be collated over a longer time period for these groups.
Consideration of psychological therapies which were not recommended by NICE  
guidelines were not included in the study. It was noted for a number of service users 
that referrals were being made for family therapy, psychodynamic therapy and art 
therapy, when these were not recommended in the relevant guidelines. Therefore the 
total number of service users considered for psychological therapies overall would be 
higher than 47.5% . Although not having the strongest evidence base for the diagnostic 
groups studied (according to the NICE guidelines), these psychological therapies may 
have been appropriate and beneficial. It is important to note that the recommendations 
of the NICE guidelines and in fact the concept and validity of the NICE guidelines have 
been heavily criticised (e.g. Mellon, 2009).
Implications
The first challenge for the service will be to determine what would be needed to improve 
on the 47.5 % who are currently being considered for recommended psychological
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treatments. The psychological department has a limited capacity to deliver treatments 
and awareness of this may have hindered team members in considering people for 
therapy. There may need to be an increase in the provision of psychological therapies 
in order to enable the team to comply with NICE guidelines. It could be helpful for the 
psychology department to increase awareness within the team of which therapies are 
recommended, who should be considered and how treatments might be able to meet 
individual needs. There may be implications for how psychological input is thought 
about with service users or for how the team perceive people as likely to be suitable or 
accepted for therapy. There may also be implications for how discussions about 
treatment options are recorded.
The extent to which different groups are considered for psychological therapies is 
something which mental health teams are going to have to put firmly on the agenda if 
they are to demonstrate adherence to the NICE guidelines and equality in the provision 
of treatments. The next stage would be to explore what happens once people are 
considered for therapy. It was noticed in the study that not all of those considered went 
on to be referred and it would be important to explore the range of reasons for this. At a 
time when teams are increasingly being scrutinised and given payment by results there 
may become an increased emphasis on these pathways for psychological therapies.
The data will be presented to the multi-disciplinary team in the form of a Microsoft 
PowerPoint presentation (appendix 1). This will highlight some of the disparities that 
have been identified and enable the team to discuss how the data can be interpreted. It 
will be important to explore potential barriers to some people being considered for NICE 
recommended psychological therapies. The implications for the team and an action 
plan working towards improving practice may then be developed. Further discussions 
regarding the data will also be held within the psychological therapies service across 
the borough and at the operational management level.
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Qualitative Research Project Abstract
This research project explores the role that ‘the arts’ play in people’s lives. A literature 
review is presented, which discusses the diverse meanings that are ascribed to the 
arts. The team ‘art’ remained un-defined to enable individuals to determine this for 
themselves. Semi structured interviews were carried out with five research participants, 
to discover how they subjectively experienced and made sense of the role the arts 
played in their lives.
Transcripts were analysed using interpretative phenomenological analysis (IRA). The 
group worked collaboratively throughout the analytic process, as a recognised method 
of enhancing credibility. The dual influences of the researchers upon the data and each 
others’ interpretations are considered in researcher reflections.
The research study presents four super-ordinate themes that emerged from the data 
analysis; the arts as an emotional resource, meaning for the self, connection to others 
and broadening horizons. These themes are then related back to the literature through 
the discussion.
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Abstract
Research into the position of children in foster care has begun to increase. However 
there Is very limited research which considers the perspective of children who are living 
in a foster family and maintaining their birth family relationships through contact. This is 
despite suggestions that loyalty conflict may be common and could have serious 
implications for children’s well-being and future outcomes. This study aims to develop 
an understanding of how children in foster care engage with their position. A lack of 
existing research or theory in this area necessitated a qualitative approach to data 
gathering. Semi-structured interviews were conducted with fifteen children who were 
living in foster care and having contact with their birth families. The Family Relations 
Test provided another source of data. Interviews were analysed using grounded theory 
methodology, from which a grounded theory model of how children were engaging with 
living in foster care and having birth family contact was constructed. This comprised of 
five core areas: ‘New realities’, ‘Considering position’, ‘Making sense’, ‘Relating 
emotionally’ and ‘Working out loyalties’. An overarching category, ‘Self-determination’ 
was found to permeate all other processes. The model brings a new perspective to 
existing research knowledge. It illuminates numerous processes and issues which have 
clear clinical implications, in addition to highlighting important directions for future 
research. The results are also discussed in the context of existing literature, which 
enables a more in-depth understanding of the model.
Key Words: Foster care, Children, Loyalty conflict. Grounded theory
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Introduction
Many children are looked after by foster families and children in care have the worst 
psychosocial outcomes (e.g. Ford et al., 2007). They have commonly experienced 
maltreatment in their birth families, which has precipitated their separation from their 
family and move into foster care. In this position they have to contend with integrating 
Into a new family, whilst also maintaining birth family ties. There has been little research 
into what this position is like for children, how they engage with it or its implications.
Background context
There were 65,520 looked after children on 31 March 2011 (Department for Children, 
Schools and Families (DCSF), 2011). The majority of these were aged between ten and 
fifteen and seventy four percent were living in foster care. Most children were looked 
after under a care order (Section 31, The Children's Act, 1989) and the next largest 
group were cared for under a voluntary agreement (Section 20). Over half of the 
children were taken into care due to abuse and neglect in their family of origin. However 
there does not seem to be any research or policy about preparing children for moving 
from their family into foster care. A third of children who ceased to be looked after 
during 2011 returned to their families (DCSF, 2011). In fact, forty percent of children 
stay in care for less than six months and only thirteen percent stay for more than five 
years. Children who are subject to care orders are the least likely to return home 
(Department for Education & Skills, 2007). The Children's Act and The Care Planning, 
Placement and Case Review (England) Regulations 2010 state that birth family contact 
for children in care should be promoted and maintained, when this is consistent with the 
child’s welfare. However, these policies and statistics seem to be isolated from 
children’s experiences and appear not to influence service development.
Attachment
Attachment theory can offer helpful insights into the experiences of children in care. In 
their review of the literature. Levy and Orlans (2006) identify several crucial functions 
that a secure attachment can serve for the developing child. These span the capacity to 
form relationships with others and the development of emotional regulation and self-
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concept and lead to more positive long-term outcomes, including in mental health and 
resilience. In his work on attachment and loss, Bowlby (1980) identified how the threat 
of the loss of an attachment figure or bond arouses anxiety. Actual loss was believed to 
cause sadness and distress, possibly arousing anger. Conversely, the maintenance of 
the bond engendered feelings of security. Whilst this may be true for most attachment 
relationships, the context for maltreated children is complicated. Attachment may be 
similarly powerful. Howe (2005) recognises that separation is likely to be experienced 
as distressing and anxiety provoking, regardless of the nature of the attachment. In fact, 
attachment theory indicates that children who are insecurely attached may find it harder 
to tolerate separation from their parents than those who are securely attached. 
However the role attachment theory plays and how it is experienced is likely to be far 
more complex when children are attached to abusive or neglectful parents.
Attachment relationships are shaped by many factors, including the characteristics of 
the caregiver and social context. Experiences of abuse and neglect in early life are 
likely to result in insecure attachments (Ponciano, 2010). For example, an avoidant 
attachment style is most common in children under six who have been maltreated 
(McWey, 2004). This was thought to be reinforced by multiple losses, both in the birth 
family and through changes in foster placements. However, attachment styles were not 
explored with older children.
Forming secure attachments within the foster family is extremely important for children 
in care. It is encouraging that some children are able to do this (Ponciano, 2010), which 
attests to the child's capabilities to adjust, with the right support. Younger children and 
those with less contact with their biological families were found to have more secure 
attachments with their foster mothers. Such relationships may help children to recover 
from previous maltreatment and develop healthier self-concepts and ways of relating 
(Levy & Orlans, 2006; Schofield & Beek, 2009). The power of such relationships has 
been described as transformational, both in the present and as a foundation for the 
future (Schofield & Beek, 2009). Many individuals continue to see their foster family as 
their secure base long after they leave care and this can support their long-term well­
being (Schofield, 2002). More research is needed into the attachment styles that
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simultaneously dominate children’s relationships with members of their foster and birth 
families and how they experience these differences.
Unfortunately not all children may be able or willing to develop healthy new 
attachments. Based upon their experiences of maltreatment, children may reject their 
foster carers, possibly believing that adults cannot be trusted to meet their needs (Levy 
& Orlans, 2006). The world may also be experienced as a dangerous place In the 
absence of positive experiences of relationships. Children who have experienced 
multiple placement breakdowns may fight against attaching to their new foster family. 
Waterman (2001) suggests that this may be due to experiencing repeated insecure 
attachments and losses; after which children may behave badly In order to speed up a 
seemingly inevitable rejection. Children equally may not want to invest emotionally in a 
foster family that they see as temporary, if they are hoping for reunification with their 
birth family and may hope that this would precipitate their return. McWey (2004) 
suggests that birth parents may be influential in helping their child to adapt to a new 
family. It is also important to bear in mind that attachment is a dyadic process. 
Waterman (2001) recognises that foster parents may inadvertently avoid becoming too 
attached in an attempt to reduce the emotional impact of an inevitable loss.
Developmental challenges
There may be greater developmental challenges for children who have experienced 
early abuse and neglect. This clearly results in sub-optimal attachment relationships. 
Researchers have also linked these experiences with changes in the hardwiring of 
neural pathways in the brain (Perry, 1999). Under these circumstances it is likely that 
developmental tasks relying on these neural pathways and fundamental abilities may 
be particularly challenging, especially when the brain has learnt to overly anticipate and 
Interpret threat.
Erikson (1950) identified a number of stages, or challenges in the development of the 
personality, which could be achieved in the context of social interaction. The 
fundamental challenges for children included the development of trust, autonomy, a 
sense of direction and competence. In adolescence a stage of identity development
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was anticipated. Given their difficult early experiences and social context of belonging 
to two different families, tasks such as developing trust and a coherent sense of identity 
may be particularly complex for children in foster care. Erikson suggested that conflicts 
within these developmental stages could result in negative experiences; mistrust, 
shame and self-doubt, guilt, inferiority and role confusion. It could be helpful to 
conceptualise some of the difficulties of children in foster care within this framework.
Salisch (2001) discusses the importance of relationships with parents for children's 
emotional development. Their roles as attachment figures and In modelling emotional 
expression and regulation seemed particularly important during a child’s difficult 
experiences. However, for maltreated children their parents were also central to the 
difficult experiences, which posed challenges and limitations on the children’s emotional 
development (Salisch, 2001). In addition, relating to two families with very different 
styles of emotional functioning may be confusing. Lawrence et al. (2006) found that 
foster care itself impacted negatively upon socio-emotional child development. 
Conducted in the USA, this longitudinal study used behavioural problems as indicators 
of development. They found that children in foster care showed elevated levels of 
behavioural problems and internalising problems, even compared with children who 
remained with maltreating caregivers. However the contact arrangements and 
attachments with birth families were not assessed. The impact of dual relationships on 
children’s adjustment and development was therefore unclear.
Resilience
Resilience can be seen as an ability or process of positive adaptation to personal 
difficulties, significant stress or adversity (e.g. Rutter, 1999; Dearden, 2004), evidenced 
by relatively good and possibly unexpected outcomes. Individual, family and social 
factors may all contribute to the building or support of resilience. Although aspects of 
resilience may lie in a genetic predisposition or result from early socialisation, it seems 
most helpful to view it as a dynamic state or process. Ungar (2004) provides a 
constructionist discourse on resilience amongst at-risk children. He emphasises the 
diversity of people’s experiences and accounts for cultural and contextual differences in 
how individuals express resilience. This recognises the power of the individual to define
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themselves as healthy, through a process of negotiation with their environment. It also 
recognises that behaviours that may be seen as socially undesirable may be adaptive 
in the circumstances and therefore demonstrate resilience.
Jackson et al. (2010) suggest that resilience may explain how some children in care 
attain positive outcomes despite experiencing high levels of adversity. Foster parents 
are vital in helping children to build this resilience, through helping them to become 
firmly established members of their foster families and gain a sense of belonging, which 
enables them to use the family as a secure base (Schofield, 2002; Schofield & Beek, 
2005). It would therefore seem that children can develop their resilience in the context 
of supportive relationships. However it is unclear what role resilience might play in 
helping children to negotiate birth family contact or dual family membership.
Pinkerton and Dolan (2007) highlight the importance of perceived social support in 
improving children’s coping and well-being. Drawing on social support theory, they posit 
that immediate family support is supplemented by support from extended family, 
friends, the community and formal organisations. Dent & Cameron (2003) would 
concur, seeing education as a crucial factor in building resilience. Such factors are even 
more critical for those in foster care who may lack a sense of stability from any one 
source. The relationship that children in care have with resilience may be a complex 
process that changes over time, within the context of their social and emotional 
development and interactions with their changing environment.
Sustaining foster placements
Caring for foster children can be seen as a potentially very stressful role. Farmer et al. 
(2005) identified that perceived behavioural problems in the child and difficulties with 
the child’s birth family contact (e.g. inconsistency, inappropriate amounts or concerns 
around behaviour) contributed to foster carer strain. This was related to poorer 
parenting skills and higher rates of placement breakdown.
Behavioural problems are particularly high in children in care and several factors are 
likely to contribute. Initially, the experience of maltreatment puts children at high risk of
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developing behavioural problems (Howe, 2005). These problems may also be reactions 
to separation from an attachment figure and may indicate difficulties adjusting to a 
foster family. Behavioural problems are the strongest predictor of placement breakdown 
(Oosterman etal., 2007). The negative impact of breakdown has been well documented 
(e.g. Rostill-Brookes et al., 2011) and has been associated with emotional and 
behavioural difficulties and increased mental health problems (Chamberlain et al., 2006; 
Rubin eta l., 2004). Experiencing placement breakdown previously may reduce a child's 
ability to integrate into a new foster family. Many children experiencing multiple 
placements reported not feeling like part of any family (Jones & Kruk, 2005).
On a positive note, the majority of children in one study indicated that they felt like part 
of their foster families and some wished to be adopted by them (Chapman et al., 2004). 
In considering what makes placements work, foster parents have indicated the 
importance of the child adjusting, feeling comfortable and ‘like part of the family’ (Brown 
& Campbell, 2007). Sinclair and Wilson (2003) identified that children wanting to be 
fostered contributed to placement success. However children may not want or feel able 
to integrate into a new family when they believe their loyalties lie elsewhere (Leathers, 
2003). Neil et al. (2003) recognise that in addition to the loss of family and familiar 
surroundings children in care also experience discontinuity in their sense of self and a 
perceived loss of status. Such losses were thought to reduce the sense of security 
within the foster family and exacerbate the challenges of settling in. Oosterman et al. 
(2007) found that placements were more likely to succeed when children had less 
contact with their biological parents, although this is in contrast to other findings. Palmer 
(1996) identified improved placement stability when birth parents helped to prepare 
their children for separation. However, this practice was found to be rare, which seemed 
unfortunate given the strength of attachment bonds and the anxiety and sense of loss 
ensuing from separation.
Family loyalty
Family loyalty encapsulates a sense of duty, fairness and obligation to one’s family, 
based upon familial expectations and social rules (Leibig & Green, 1999). Concepts of 
family loyalty and family itself may be dependent upon age. Leibig and Green found that
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five to seven year olds possessed a simpler, more concrete schema for family and 
family loyalty than older children. Children aged seven and over were more likely to talk 
about reciprocity in care-giving and a sense of owing their parents. Commitment and 
responsibility were also identified as inherent aspects of family loyalty. This raises 
questions regarding the sense of loyalty for children who have experienced 
maltreatment and neglect. Cotroneo et al. (1992) define caring about one's biological 
parents and family as a primary psychological phenomenon. They suggest that the best 
interests of children cannot be separated from concerns about their parents’ welfare. 
This more fundamental sense of family loyalty, possibly independent of the level of care 
received, fits more intuitively with attachment theory. This recognises that children will 
attach to caregivers even when those caregivers are neglectful or abusive (Bowlby, 
1988). Children may retain a strong sense of family loyalty despite this. However, 
Gardner's (1996) research questioned the primacy of the bond. Based upon pictorial 
family representations she found that children in foster care rated themselves as being 
closest to their foster family, who many of them perceived as family above their 
biological family. It was proposed that this was due to an assessment of who held the 
greater responsibility within their lives, although this was speculative in the absence of 
interviews with the children.
Maintaining contact with birth families
The 1989 Children’s Act emphasises the importance of birth family contact to promote 
continuity and assist in reunification. However the effect of parental contact for children 
in foster care is clearly complex (e.g. Leathers, 2003) and research has found 
conflicting results. Children often state that birth family contact is important to them 
while they are In foster care (Chapman et al., 2004). In some studies contact has been 
found to be beneficial. For example, frequent contact being associated with slightly 
Improved mental health, based upon reduced levels of depression and externalising 
problems (McWey et al., 2010). It has also been associated with stronger attachments 
to birth families (McWey & Mullis, 2004). This makes sense as contact enables the 
maintenance and further development of attachment bonds with the birth family. It may 
also contribute to strengthening a sense of family loyalty. Cantos et al. (1997) found 
that children who were visited regularly had lower levels of withdrawal, depression and
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anxiety. However, the direction of the relationship could not be determined. There were 
also several confounding variables, including level of adjustment to the foster family. 
Positive contact was proposed to either result in improved foster family adjustment or 
poorer adjustment if children felt guilty about having positive relationships with their 
foster parents. Loxterkamp's (2009) review summarises what have been considered the 
main benefits of contact. These include strengthening identity and self-esteem, 
ameliorating feelings of loss and rejection and maintaining attachment relationships, 
which may promote and support reunification.
Other studies have found contact to be potentially detrimental. Browne and Moloney 
(2002) identified negative behavioural reactions associated with contact in around half 
of the children studied. Moyers et al. (2006) found that contact for the majority of 
adolescents in their study was problematic and contact difficulties predicted placement 
breakdown. It was suggested that adolescents with the most detrimental contact 
experiences found it harder to express emotion or discuss their problems with their 
foster carers. This could result in strengthened birth family loyalties and difficulties 
forming new attachments in the foster family. Conversely, those with more beneficial 
contact were better able to share difficulties and had better placement outcomes.
There is complexity around contact and many factors influence outcomes. These 
include agreed and actual contact frequency, family motivation, parental mental health 
issues, location and nature of contact and the resources available to promote and 
support it. McWey et al. (2010) propose that consistency may be a key factor in a 
child's response. Inconsistent contact was thought to represent an ambiguous loss and 
cause greater depression than no contact, which may enable the grieving process and 
ability to move on. One could suppose that this moving on may involve greater 
investment in the foster family. Unreliable contact has also been related to children’s 
distress (Moyers et al., 2006) and placement difficulties (Browne & Moloney, 2002). 
These stresses may be exacerbated by a lack of support. Moyers et al. (2006) found 
that children were offered little support to help them manage their family relationships, 
even when they were struggling to manage unresolved attachment difficulties.
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Contact may also be affected by the relationship between the birth and foster family. 
Sanchirico and Jablonka (2000) highlighted the potential influence of foster parents 
upon contact, for example, requesting reduced contact if the child exhibited behavioural 
difficulties. Moyers et al. (2006) found that improvements in contact were sometimes 
related to positive relationships between foster and birth parents. Neil et al. (2003) 
identified that foster carers who were sensitive, empathie and accepting were best able 
to help children to make sense of their membership of two families. This would seem 
critical if children are to manage being part of two different families without feeling tom 
between them.
Loyalty conflict
Children might worry that liking one family might constitute being disloyal to the other 
and thus experience conflicted loyalties (e.g. Cantos etal., 1997; Mapp, 2002). Children 
may also struggle to work out their allegiances and decide whose values to subscribe 
to. Research has suggested that loyalty conflict could result in poorer adjustment within 
the foster family and contribute to emotional and behavioural problems (Poulin, 1985; 
Leathers, 2003). Such problems have been implicated in placement breakdown (Brown 
& Bednar, 2006). Despite the potential significance and impact, this has been little 
investigated.
In her 2003 study. Leathers found that some children experienced conflicts of loyalty 
between their biological and foster families. Stronger relationships with biological 
mothers were associated with weaker foster family allegiance and strong relationships 
with both predicted the highest levels of loyalty conflict. This was evidenced in difficulty 
balancing relationships with both families, suggesting that it may be hard for children to 
maintain dual allegiances. W eaker foster family allegiance seemed to be a common 
outcome of loyalty conflict. Emotional and behavioural problems were associated with 
loyalty conflict, although the direction of the relationship was unclear. It could be that 
children with existing problems found it harder to negotiate relationships between two 
families. However these conclusions were based solely on the reports of foster parents 
and case workers and their beliefs about the child's perspective.
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It makes sense that contact frequency would impact upon birth family attachment and 
loyalty. Poulin's (1985) study supports this. He found that loyalty conflict increased with 
the frequency of birth family contact, due to the strengthening of attachment bonds. He 
also found that a strong attachment to one family predicted poor attachment to the 
other, independent of the length of time in care. However, It is unfortunate that children 
were not included in the study and conclusions were drawn solely from a retrospective 
analysis of clinical case notes. These represented an indirect appreciation of any 
difficulties, raising questions of reliability and validity.
Positive relationships between foster and birth families have been identified as helpful 
(Moyers et al., 2006; Neil et al., 2003) and may help children to feel less divided. 
However, Neil et al. (2003) suggest that contact between the two families could cause 
tension and leave children feeling anxious over managing their allegiances. Parallels 
can be drawn with children experiencing parental divorce. Cotroneo et al. (1992) found 
parental conflict to be detrimental and highlighted the importance of children 
maintaining relationships with both parents. In joint custody arrangements, children 
whose parents maintained amicability did not seem to experience loyalty conflict 
(Steinman, 1981). However children were highly sensitive to their parents' feelings and 
the importance of being fair to both. Parental disagreements over values caused 
children the most concern. This lends support to the importance of positive relationships 
between the child's foster and birth families.
Mental health of children in care
There are well established links between mental health and being in care. Children in 
foster care have significantly poorer mental health than the most disadvantaged 
children outside of the care system, in the UK and abroad (Ford et al., 2007; Kerker & 
Dore, 2006). These studies evidence particularly high rates of conduct disorder, anxiety 
disorders and depression. The consequences of poor child mental health are cause for 
further concern. Rutter and Smith (1995) have identified associations with juvenile 
crime, substance abuse, self-harm and eating disorders. Mental health problems in 
childhood may lead to continuing and worsening mental health problems in adulthood
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(e.g. Fergusson et al., 2005). Such stark facts highlight the importance of working to 
improve the mental health and well-being of children in care.
In terms of understanding the higher prevalence of mental health problems, Kerker and 
Dore (2006) identify numerous factors. Some of these are associated with the context 
under which children come into care and others result from the process. Children have 
often experienced abuse and neglect in their birth families and may have developed 
insecure attachment styles. Children may also have an increased biological risk of 
mental health problems, often coming from families with complex difficulties. Parents 
who pass on increased genetic risks to their children may also be more likely to provide 
sub-optimal parenting (Rutter, 1999). The experiences of separation and loss are likely 
to have a critical impact on children's mental health. Being in foster care and having to 
adjust to a new family have also been related to mental health difficulties (Kerker & 
Dore, 2006). Educational difficulties may exacerbate the problems. Children in care 
have the poorest educational outcomes (DCSF, 2011) and this is also likely to impact 
negatively upon mental health.
In addition to these recognised factors, the impact of maintaining dual family 
membership and possibly experiencing conflicted loyalties is unknown. Leathers (2003), 
suggests that where there are conflicting loyalties these could be contributing to mental 
health difficulties.
The importance of talking to children
Children living in care want their voices to be heard (Golding et al., 2006). Several 
authors have identified the importance of gaining children's views (e.g. Mitchell et al., 
2010), especially in relation to services which affect them (Greig et al., 2007; Buckley & 
Waring, 2009). Promoting the Health and Wellbeing o f Looked After Children (DOH, 
2009) emphasises that children should be involved in decision making. However the 
majority of studies have taken adult perspectives and relied on their interpretations of 
children's thoughts and feelings. Only the children can really elucidate what it is like 
living in foster care and maintaining birth family contact. Equipped with such knowledge, 
professionals may be able to support children more effectively.
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Summary
High numbers of children live in foster families and guidelines encourage the promotion 
and maintenance of birth family contact. This may be somewhat informed by 
attachment theory, which recognises the strong (although potentially complex and 
difficult) bonds that children are likely to have with their biological families; bonds which 
it seems are irrefutable. In addition, research has shown that improved resilience and 
better outcomes may be linked to positive foster care placements, which do not break 
down. However, there may be something of a paradox, as studies have also suggested 
that children may struggle to achieve what is needed for a successful placement when 
they are experiencing conflicting loyalties. No research to date has specifically 
investigated the position that children hold as part of two families. However, many 
factors which may be related to this have been implicated in mental health difficulties. 
These hold the greatest concern in predicting poorer outcomes. The development of 
new insights in this area could help the care system to promote and support the 
wellbeing and future outcomes of these children.
The research question
The study aimed to explore the position of children^ who were In foster care and also 
had contact with their birth families. This would be achieved through learning about how 
children were experiencing and managing being part of two families, socially, 
emotionally and psychologically. The concept of loyalty conflict was put to one side and 
was not suggested to the children, to learn more broadly about their experiences and 
perspectives. The question being posed was:
“How do children engage with living in a foster family and having contact with members 
of their biological family?”
 ^ The term 'children’ was used In preference to ‘young people’ to avoid differentiating 
unnecessarily between younger and older participants.
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A qualitative methodology
The research question necessitated a qualitative perspective. The study was of an 
exploratory nature and was concerned with how participants experienced, made sense 
of and managed their position, within their social context. This fit with a qualitative 
stance, which holds that reality is not fixed and people's experiences and perspectives 
are socially constructed (Willig, 2008). It was believed that children would construct 
their realities depending upon the meanings they were attributing to their own and 
others’ behaviour and interactions. This ontological position is in contrast with 
quantitative approaches, which believe in positivism and seek to discover fixed truths. 
Corbin and Strauss (2008) identify how qualitative methodologies can richly capture the 
multiple realities of experience and locate these within wider social, cultural and political 
frameworks. Such an approach has been identified as particularly suitable for research 
with children (Greig et a!., 2007), especially as children’s voices have tended to be 
marginalised or devalued in the past (Darbyshire et a!., 2005). Qualitative approaches 
advocate flexibility and open-mindedness and recognise the researcher’s active role in 
co-constructing knowledge and the importance of reflexivity (Mason, 2002).
Data collection
Semi structured interviews were used to enable participants to talk freely about their 
experiences. The interview schedule was adapted in line with theoretical sampling (see 
below). The researcher guided interviews in an attempt to enrich understanding of the 
topic. This involved asking further questions to clarify and build understanding and 
guiding participants back if they moved away from the focus of the interview. This was 
balanced with an endeavour to be flexible, to enable potentially new insights and 
redefinition of the topic (Willig, 2008).
Data analysis: Grounded theory
Grounded theory is particularly suited for research with children, due to its flexibility and 
focus on process, which is fundamental to children’s subcultures and changing and 
dynamic lifestyles (Buckley & Waring, 2009). The study aimed to develop an
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understanding of the processes by which children managed their position within two 
families. As elucidated in the introduction, there is a distinct absence of theory and yet 
the questions posed are of potentially great clinical importance. Therefore the aim was 
to build a proposed theoretical understanding, based upon the development of new 
ideas. Grounded theory was specifically developed for this purpose. Glaser and Strauss 
designed the methodology to enable new theories to emerge which were grounded in 
contextual data (Willig, 2008). However, they adopted a positivist stance, believing in 
the discovery of theory from the data and did not account for the researcher’s role in the 
process (Willig, 2008).
Charmaz’s (2006) social constructivist version of grounded theory recognises the active 
role and influence of the researcher. The theory generated is seen as only one 
interpretation or construction of reality (Charmaz, 2006). This version of grounded 
theory fit with the researcher’s epistemological position, which was one of ‘critical realist 
social constructionism’ (Harper, 2012). This focuses upon how knowledge is generated, 
rather than assuming a direct relationship between what is observed and the nature of 
reality. This position also recognises the importance of situating qualitative data within a 
broader cultural and social context, which was particularly well suited to the current 
research question.
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Method
Ethics
Ethical approval was granted by the University of Surrey Faculty of Arts and Human 
Sciences Ethics Committee (appendix 1). The Code of Ethics and Conduct (British 
Psychological Society, 2009) was adhered to throughout. Permission to approach social 
workers was given by Childrens Services Managers (appendix 2). Careful attention was 
given to the ethics of conducting research with children in foster care, who were 
potentially more vulnerable due to their experiences of abuse and/or neglect as well as 
separation and loss. Greig et al. (2007) identified the need to balance children's 
research participation and inclusion with the need to protect those who may be 
particularly vulnerable. Any possible impact was carefully considered and managed 
sensitively throughout the process.
Confidentiality
In line with the ethical protocol, data was transcribed by the researcher, excluding 
identifying information. Electronic records were password protected and paper records 
kept in locked drawers. Participants were aware that anonymised quotes could be 
included in the written study and that all data would be destroyed after ten years.
Participants
Participants were recruited via Children's Services in two London boroughs. In the first 
service the caseload was examined with the team to identify potential participants. In 
the second service the researcher enquired about suitable participants through the 
team meeting. Meetings were then arranged with individual social workers.
Inclusion criteria
o Being aged between seven and fifteen years old.
Younger children have been found to struggle with the concept of family (Leibig & 
Green, 1999). They also may not have developed the emotional maturity needed to
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engage with the study. ‘Over fifteens' were likely to be considering leaving care in 
the following years, which would have altered their perspectives.
o Having been in current placement for over one year and not at imminent risk of 
placement breakdown
This included those who were more likely to be settled and not undergoing transition 
and where the study was less likely to affect placement stability.
o Having at least annual face to face contact with birth parents
This enabled children to think about how they managed their relationships in 
practical and emotional terms.
Exclusion criteria
o Having a diagnosis of Learning Disability, Autistic Spectrum Condition, Attention 
Deficit Hyperactive Disorder or a mental health problem.
The study did not include children with additional needs, due to the increased 
likelihood of engagement difficulties, additional complexity in relation to their families 
and the potentially negative impact on mental health difficulties.
o Being in kinship or residential care
Children living with relatives perceive greater stability and less stigma and do not 
experience the trauma of being removed from their family (Messing, 2006). Children 
in residential care were unlikely to experience loyalty conflict in the absence of 
potentially substitute parents (Leathers, 2003). These groups were therefore seen 
as qualitatively different from those in non-kinship foster care.
o Being in the adoption process
This would have involved an increased sense of permanency and stability which 
would have impacted upon perceptions of family membership.
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Participant demographics
Participants were recruited to be as diverse as possible in terms of gender, age, 
ethnicity and time in care (Table 1). Culturally appropriate pseudonyms were used to 
ensure confidentiality.
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Procedure  
Pilot study
The study information and interview schedule were discussed with a twenty year old 
who had been in care and was working to support the participation of children in care. 
Following this feedback the information sheet was made more concise and all headings 
were printed in colour (appendix 3).
Informed consent
Informed consent was obtained from social workers as an integral part of recruitment. 
All of the participants were under full care orders (Section 31, Childrens Act 2004), 
meaning that their social workers held parental responsibility. Consent was requested 
for each child to participate (appendix 4) unless there were concerns about the impact 
on their well-being or placement stability. Demographics were also collected.
The study was then discussed and agreement was sought from foster carers. Multiple 
conversations were held between the researcher, foster carer, child and social worker. 
Children had the study information (appendix 3) in advance. This explained the aims of 
the study and interview procedure and children were given at least a week to consider 
whether they wanted to participate. Understanding of this was assured before the 
child’s consent was requested (appendix 5). All participants were happy to proceed with 
the interview and none chose to withdraw.
The interview
Interviews were arranged with respect for the child’s wish for time and place and not 
disrupting usual routines. A known adult was available should the child wish. 
Participants were invited to terminate the interview at any time or to decline answering 
any questions. Interviews lasted between sixty and ninety minutes and comprised of the 
Family Relations Test (Bene, 1985) and an audio recorded semi-structured interview. 
Children were given five pound gift tokens in recognition of their time.
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Family Relations Test
The Family Relations Test (Bene, 1985) is a projective test which attempts to gain 
children's perspectives on their relationships with family members. Its potential in 
engaging with children early on in assessment has been recognised (Griffin, 2005; 
Parkin, 2001). It was therefore administered at the start of each interview to enhance 
rapport and encourage thinking about relationships. It also ensured a concrete 
understanding between child and researcher as to what and who family were, a concept 
which Leibig and Green (1999) found that younger children struggled with.
The test comprised of 86 cards consisting of positive and negative statements about 
relationships, for example, “this person likes to hug me”. Boxes were used to represent 
the child and their family members and the child ‘posted’ cards depending upon who the 
Statement best fit. A  ‘Nobody’ box was used for cards which did not fit elsewhere. 
Profiles were created which identified children’s level of emotional involvement with 
each family member and the amount of incoming and outgoing positive and negative 
emotions in each relationship and overall.
Interview schedule
The interview schedule (appendix 6) was updated in line with theoretical sampling (see 
below).
Throughout the interviews care was taken to present a curious stance and the 
participant remained the author of their experience. Meanings were clarified and 
ongoing summaries reflected back to participants in order to minimise assumptions. 
The development of rapport remained central and children were treated with 
friendliness and provided with reassurance as needed. A reflective account of each 
interview recorded aspects such as the emotional tone and non-verbal communication. 
Following the interview, children were asked about how they were feeling and 
individualised debrief sheets were given (appendix 7). Clinical psychologists with 
expertise in working with Looked After Children agreed to offer support for concerns 
that arose at the time of the interview or subsequently, through social worker contact. A
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second consent form regarding respondent validation (appendix 8) was given at the end 
of each interview.
Data analysis
The data was examined using Charmaz’s (2006) framework.
Transcription
Interviews were digitally recorded and transcribed verbatim by the researcher (appendix
9), whilst protecting anonymity.
Coding process
Coding is the process whereby data is broken down into its component parts (appendix
10). Each line of data was given an initial code, which labelled, summarised or 
categorised the data (Charmaz, 2006). The initial codes believed to best define what 
was happening in the data were then selected and combined to form focused codes 
(Charmaz, 2006). The process of axial coding ‘specified the relationships within 
categories and increased the coherence of the emerging analysis’ (Charmaz, 2006, p. 
61). Theoretical coding involved specifying possible relationships between the 
categories that arose through focused coding and moved the ‘analytic story into a 
theoretical direction’ (Charmaz, 2006, p. 63). Buckley and Waring (2009) highlight the 
importance of being theoretically sensitive to applying adult language to childhood 
concepts. As far as possible, codes used the child’s own words (in vivo codes) and 
used the gerund to capture actions and processes (appendix 9).
Memos
Charmaz (2006) describes memos as ‘informal analytic notes’. They enable data 
comparison, the discovery and exploration of relationships between categories and 
further directions for data gathering. Memos were used throughout the research 
process, at different levels of abstraction. Brief memos were noted alongside each
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transcription to compare data and identify further questions (appendix 9). More detailed 
memos explored and expanded upon theoretical ideas and encompassed reflexivity 
(appendix 10).
Comparative analysis
Throughout the analytic process comparisons were made within and between data, 
codes, categories and concepts (Charmaz, 2006). Instances of similarity and difference 
were sought and compared, in order to elaborate and expand upon developing 
concepts. As suggested by Willig (2008), categories were repeatedly built up and 
broken back down in order to fully explore complexity.
Category development
Categories and sub-categories were developed through integrating focused codes. 
Memos also helped to define categories and to explore their properties and how they 
linked together. ‘Negative cases' or cases that did not seem to fit the categories were 
sought in order to enrich and elaborate the developing theory by capturing the full range 
of complexity (Willig, 2008). Categories were not mutually exclusive. They emerged 
from the data and evolved constantly throughout the analytic process (Willig, 2008).
Theoretical sampling
In line with Charmaz's (2006) approach, analysis and data collection were 
simultaneous. This enabled theoretical sampling, whereby additional selective data was 
sought to answer questions arising. This data was used to potentially challenge and 
therefore elaborate and refine analytical categories (Willig, 2008).
Focus code and memo maps
Every researcher will tend to develop their own variations of grounded theory technique 
(Charmaz, 2006; Eaves, 2001). Recognising the need to integrate a large amount of 
data and to ensure that no child’s voice was lost, two maps were created for each
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participant. The first was based upon the participant’s focus codes and the second upon 
the associated memos (appendix 11). These contributed to the theoretical development 
of the model.
Theoretical saturation
Data collection continued until it appeared that theoretical saturation had been 
achieved. This was the point at which new categories and variations within them had 
ceased to emerge (Willig, 2008). This was evidential between the twelfth and fifteenth 
interviews. However this is highly subjective. Dey (1999) recognises that there is always 
a chance that additional data may challenge existing concepts and that any model 
should be seen as provisional.
Theory generation
The process of theorising involved deconstructing and reconstructing theoretical 
categories and reducing these down to the core categories in the data (appendix 12). 
Diagrams and maps were used to visually represent and explore the complex 
relationships between actions, events and meanings and their consequences. This also 
enabled insights into some of the developing theoretical concepts. In line with a 
constructivist definition of theory (Charmaz, 2006), interpretation of the data formed an 
integral part of this process.
Respondent validation
Seeking feedback from respondents is a venerated practice in qualitative research 
(Miles & Huberman, 1994). All participants consented to be contacted again and three 
subsequently gave feedback on the model. Diagrams of the model were presented and 
explained and the researcher explored their understanding, whether any aspects 
resonated with their experience and anything they thought was missing. This was used 
as an opportunity to find out more about the data (Miles & Huberman, 1994). 
Respondent feedback culminated in a reanalysis of aspects of the data and was 
incorporated into the developing theory.
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Credibility
Throughout the research process, four principles (Yardley, 2000) were used as a guide 
to enhance the study's credibility.
1. Sensitivity to context was achieved through staying close to the data and reviewing 
the literature"^ after data analysis. The discussion enabled further insights into the 
developing model, which built theoretically on to the work of others.
2. Commitment and rigour encompass the completeness of data collection, analysis 
and interpretation. Methodological competence and skill were enhanced through 
supervision, qualitative research workshops and a grounded theory peer group. These 
considered and challenged the researcher’s processes of coding and model 
development and thus enhanced credibility, as recommended by Elliott ef a/. (1999).
3. Transparency and coherence can be seen in the fit between theory and method and 
the clarity of the presented methodology and data analysis. Researcher reflexivity is 
considered below.
4. Impact and importance have been demonstrated through data interpretation. A novel 
perspective is presented which makes conceptual links and broadens existing 
understanding. Practice implications and further research directions have subsequently 
been delineated.
Reflexivity
Researcher reflexivity is fundamental within the constructivist grounded theory 
approach and will be written in the first person. A reflexive log was maintained 
throughout the process and reflections also formed an integral part of memos. 
Alongside this research I was working clinically with children in care and I recognised 
that there was a delicate balance between demonstrating clinical sensitivity and
 ^The literature review was conducted via the search engine Psychlnfo, using combinations of 
terms including ‘foster’, ‘children’, ‘families’, ‘contact’, ‘loyalty’.
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‘researcher curiosity’. This was managed through having both clinical and research 
supervision. Feeling protective towards the children, I was relieved when my questions 
did not appear to cause distress and some children described the experience as a 
positive opportunity to express their feelings.
In comparison to my participants, I came from a relatively privileged background and 
spent my formative years in a two parent, biological family. Despite a clear power 
imbalance, it was encouraging to learn from the children that I had been seen as ‘a 
separate and open minded person’, unconnected to existing networks. The influence of 
my gender, age, class and ethnicity was unclear. Considering how ethnic identity did 
not emerge in the study, I wonder if this might have been different if I had been from a 
minority ethnic group myself.
At times I felt saddened, worried, shocked and angry, hearing the children’s accounts. 
Emotion and a child-centred focus were made salient in the constructed model. Based 
upon my own experiences of transition and loss I found myself paying particular 
attention to these aspects of the children’s accounts and experienced transference of 
their emotions. I struggled to imagine how I would have managed such difficulties as a 
child. I had to be careful not to over-attend to these emotional aspects of the data at the 
expense of gaining a broader picture and supervision helped with this. I was also aware 
of how my biases may have influenced my interviewing and interpretations and 
reflected on these through memos (appendices 10.2 & 10.3). My openness to the 
perspectives of social workers, foster and birth parents remained limited. I felt frustrated 
with the systems and power imbalances on the children’s behalf. However my 
impressions shifted from seeing participants as powerless children stuck in difficult 
positions, to children who were actively shaping or managing their situation. This 
influenced the importance accorded to ‘self-determination’ within the model, as my 
protective stance turned into one of admiration. However this was alongside concern for 
the children and a belief in the importance of supporting and improving their situations.
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Results
This section presents a preliminary model of how children engaged with living in foster 
care and having contact with their birth families. Analysis led to the construction of five 
core theoretical categories (figure 1).
The model will first be outlined before each theoretical category is described. A brief 
commentary will highlight the most salient processes, relationships and issues. A more 
in depth focus will be given to the categories ‘making sense' and ‘relating emotionally'. 
In the analysis, these categories best encompassed the processes and actions which 
described how children were engaging with their position. This focus was validated as 
being the most significant through respondent feedback. Data from the Family Relations 
Test will then be presented before respondent feedback, which led to a revised model.
Research Section -  Major Research Project 129
The Preliminary Model
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Figure 1 : The model
The core categories were ‘new realities’, ‘considering position’, ‘making sense’, ‘relating 
emotionally’ and ‘working out loyalties’. ‘Self-determination’ was an overarching 
category, permeating each of the categories (figure 1 ).
The size of the bubbles is not representative of their importance, although their 
positioning demonstrates their relationship with ‘Working out loyalties’. The categories 
are closely linked although they also broadly depict a linear process. ‘New realities’ 
describes the position that the children found themselves in, one of others making the 
decisions as well as separation and loss. This led the children to ‘considering position’, 
representing an acknowledgement of change; of moving into care and being seen
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differently and reconceptualising their sense of value. ‘Making sense’ highlights the 
processes of trying to understand. This interrelated with the themes of ‘relating 
emotionally’ and ‘working out loyalties’. ‘Relating emotionally’ encompassed a wealth of 
strategies, including those which maintained relationships and those which were self- 
protective. ‘Working out loyalties’ represented an active and ongoing process, which 
involved weighing up all other interrelating areas.
Categories and Sub-categories
Categories are now expanded and presented in turn, to elucidate the complexity of the 
model.
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New Realities
As illustrated in figure two, ‘new realities’ depicts elements of the children’s experience; 
of leaving their birth families and the subsequent changes in their relationships.
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Figure 2; New realities
Seeing their parents had become part of an externally controlled process, in which 
social workers and courts made the decisions. Mollie articulated how the quality of her 
relationships and interactions changed as a result;
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7  don't really see my family often, and, er, contact workers are all around you and its 
like, too shy to say things to your mum” (Mollie)
This represented additional losses within family relationships, including privacy and the 
ability to act naturally. Some resented the supervision of contact as an intrusion whilst 
others were glad of the support. ‘Separation’ was a term which weighed heavily for 
many children:
“Just horrible, it is nasty and hard to get separated” (Shannon)
The loss seemed particularly profound when children did not understand that the 
separation would not be complete:
“(I felt) really shocked coz I knew, I thought that I would never see mum again” (Mollie)
“I felt scared coz I didn't know how long I would stay apart from my mum and dad for”
(Sinead)
Feeling sad and missing their parents was a common theme, as was happiness and 
excitement anticipating contact. Expressing the wish for more contact often connected 
to the hope of being reunited. It was also seen as something that could help them feel 
better and mitigate against the effects of loss. Interestingly, this was not always 
dependent upon the qualities of their relationships or past experiences. However, two 
children saw the separation as ‘awesome’. For them it marked the beginning of a new 
and better life.
The Initial separation from birth families represented the fundamental loss. Many 
children also talked about the continued loss of relationships, their birth home and the 
loss of ‘normality’, as they had been given the status of ‘foster child’. Reactions to these 
changes spanned a continuum of acceptance; from anger and resistance, to sadness, 
passive acceptance and looking on the bright side.
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Joseph talked of his anger:
“Just quite angry as to why they put me into foster care” (Joseph)
His sense of powerlessness was also very clear:
7  don't know how I felt at the start, speechless, couldn't do anything about it” (Joseph)
Others seemed to be more resigned, although It was clearly an emotional experience:
“When I saw the suitcase I was like, noooooooo I don't want to go, but I had to”
(Sinead)
There was often confusion and uncertainty:
7  don't know, people don't want me to live with my mum,.. ..my social worker maybe”
(Kayla)
“Well I am not sure what the judge is saying” (Elijah)
This made it harder for children to make sense of what had happened. Their reactions 
depended upon how they understood the situation, what meanings they ascribed and 
whether or not they thought that decisions had been in their best interests.
Considering Position
Figure three reflects processes of recognising and contemplating elements of this new 
reality.
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Figure 3; Considering position
The move into care was often described as an unwelcome shock:
“It was quite scary coz it’s like you are entering a stranger’s house” (Emma)
Although, some recognised that it might also be positive:
“Even though i was reaily sad and crying I, um, er, had a feeling I might really like 
(foster mum) after a week or so” (James)
Settling down quickly was seen as imperative:
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“Well I got used to it, coz if  I got used to it and I settled down quickly, if I didn't I would
be in another place right now” (Celine)
By virtue of their separation and move into care the children perceived that they had 
undergone a negative change in status, now being different to other children. This was 
sometimes reflected in believing they were treated differently to the biological children 
in their foster homes and linked to a poorer sense of value. For others, this sense of 
difference played out with children at school.
“I think they would say, 'I’m not going to be your friend any more, just because you're in
foster care” (Sinead)
“They might say, 'oh, ha ha you're living with a stranger, oh, ha, ha you are living 
with....and I get to live with my birth parents, ha ha” (Celine)
Accounts signified perceived threat and a sense of not belonging. This contrasted with 
the strategy of insisting everything was fine. Knowing other children in care seemed 
helpful, as did having friends who were understanding. Negative beliefs around 
difference led to the protective strategy of keeping foster care secret. It was unclear to 
what extent the children were internalising this sense of difference or their sense of 
value. Many described feeling unwanted, being let down and feeling left out;
“If  she did love me then she wouldn't like put me in care, she would look afferm e, give 
me clean clothes, feed me every day” (James)
“Everyone was like 'oh why's she here, these are so crap presents' I felt like what
was the point of even going (to contact), it was just a waste o f time” (Tia)
“The last time I went to the contact thingimijiggy she didn't get me any birthday presents 
so why would I care? She got them for (brother) but not m e” (Alice)
Other children believed that they were loved and wanted, evidenced by their parents 
showing they were upset about the separation and were fighting to get them back. Their
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sense of how they were valued influenced how they made sense of their situation, 
where their loyalties lay and how they responded.
Making Sense
Figure four illuminates the children's attempts to understand the initial and continued 
separation. Some children experienced that there were no reasons or that it was 
impossible to make sense of them. Elements of acceptance and refusal to accept ran 
through the children’s accounts. The children’s narratives held varying degrees of 
coherence and contradictions were common. The content and strength of their 
narratives seemed to play a crucial role across the model and this concept will be 
explored in the discussion.
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Figure 4: Making sense
Understanding the reasons for care was an ongoing and evoiving process. It was 
reciprocally influenced by the way in which the children understood and made sense of 
their parents’ behaviour, separation from their siblings and position in care. Some 
children gave explanations which captured parents’ perceived inabiiities or apparent 
unwillingness to care;
“My family was like a war. It was like we didn't have a mum, because she didn't do
anything, just drunk” (Connor)
“She chose alcohol over us. That is why we are in care” (Tia)
For Joseph it was about his father’s illness:
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“He had dementia so he didn't really remember things and he couldn't really look after
me that much” (Joseph)
Others simply reflected on how life was before, which included stories about domestic 
violence and accidents with fires. There often seemed to be an absence of 
understanding, for example, suggesting that a messy house was to blame. Such 
explanations sometimes excused parents or apparently lacked understanding:
“Coz she didn't look after me coz she had work and stuff' (Amir)
This was assumed given the criteria under which Children's Services remove children. 
Others were unable to identify any reasons:
" Coz mum,... there was reasons but I can't remember them” (Kayla)
This could represent an avoidance of understanding, in the interests of self-protection. 
Making comparisons between their birth and foster families often led children to 
conclude that they were better off in care. They identified practical benefits, which 
encompassed material possessions and being healthier:
“It is a house, not a flat, it's got bigger tv. I've got more dvds” (Lucas)
“We actually get more food” (Oliver)
Emotional benefits included escaping stressful situations and accessing higher levels of 
support and nurture:
“It's good that I ’m here because I'm learning much more instead o f just keep on
worrying” (Mollie)
“I feel like I am in peace. Living here is making me happy. It is just like a war ending”
(Connor)
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For some a sense of safety and security took precedence:
“It is okay at least I am with someone that I am safe with and not like out on the street”
(Emma)
When children could see themselves as better off in care this made it easier to manage. 
However, many children still said they would prefer to live with their birth parents. This 
was rarely substantiated with reasons of being better off, possibly indicating strong birth 
family loyalty. They may also have highlighted the benefits of care to make their current 
position seem more tenable. Not resenting the decision to separate them from their 
siblings may have similarly avoided distress. Children made sense of it from a 
perspective of safety, framing it as necessary or inevitable. They also took joint 
responsibility with their siblings for this arising:
“Because me and (brother) didn't get along and they had to split us up” (Connor)
“Me and my sister used to fight and that so I couldn't stay because o f my safety and my 
sister’s safety, in case we started fighting” (Emma)
Siblings were sometimes viewed as role models, or conversely, sometimes talked about 
as being ‘out of control’, often due to the perceived negative influence of their parents. 
Describing her siblings as ‘dangerous’, Tia described coming into foster care as an 
escape and was adamant about wanting to avoid the ‘bad path’ her siblings had 
followed. Nobody seemed to begrudge siblings who remained living with their parents 
when they could not:
“Well I am glad that she is back so all my mum needs is to get me back” (Shannon)
“I don't really mind coz at least my mum is looking after one child” (Emma)
Seeing their parents as not all bad or also hoping to return could represent ways of 
managing loss. Inherent in their attempts to make sense seemed to be making excuses 
for or defending their parents. Excuses were commonly made for parents missing
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contact appointments and no child acknowledged that their parents did not see them as 
much as was allowed for, as was often the case. Excuses were most apparent when it 
came to considering the reasons for care and often involved denying the gravity of the 
problem:
“Er, because mum wasn't looking after us, well she was kind o f looking after us but she
just felt a bit tired” (Shannon)
Emma explained how she could not be cared for when others could:
“She couldn't cope sometimes, she can't cope, she can't cope with 3 people she can
only cope with two” (Emma)
Other children blamed their parents and made no attempts to defend them:
“She says that she wants us to come home but it’s her fault that she didn't look after us”
(Alice)
Family loyalty was not so apparent where blame was involved and the children seemed 
to be surer of their understanding. However, children commonly answered that they did 
not know. This represented an Inability to make sense and permeated many pertinent 
areas in their lives. Some did not know why they could not live with their parents, when 
they might be able to see them again or what others thought about the situation:
7  am not even really sure (why I can’t live with mum)” (Elijah)
“I don't really know what she thought (about me being in care). I ’m not sure” (Emma)
Other uncertainties resulted from the mixed messages that some were receiving:
“She wants to stay with me, like me living with her again and me not being fostered, but 
then she keeps saying stuff like, oh it will be better someone can look after you” (Elijah)
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Many of the children admitted that they had not or would not ask questions about the 
unknown. An inability to explain this was suggestive of a subconscious defence against 
pain. Contradictions were also apparent in many of the children’s accounts, particularly 
in their attempts to make sense. Many changed their positions numerous times without 
showing any awareness of doing so. Emma talked repeatedly about the need for foster 
care due to the risk her birth mum posed to her:
“It was for our own safety in case mum done it to us, coz she was angry” (Emma)
However she later talked about her only in positive terms:
“She is just everything, everything that a mum can be” (Emma)
Such contradictions suggested that children did not necessarily know what they thought 
or believed. Mixed messages from others may have contributed. It also suggested that 
it was hard to hold a position of negativity or blame towards their parents alongside a 
sense of family loyalty.
Relating Em otionally
Figure five captures the children’s responses to their position; maintaining and trying to 
build relationships and stepping back from these in the interests of self-protection. Many 
of the children utilised both responses although sometimes with the recognition that 
nothing helped.
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Relationstiips were managed ttirougti conscious and less conscious attempts to 
connect and maintain connection witti ttieir birtti and foster families, often despite great 
ctiallenges. Hoping to be reunited witti ttieir families seemed to enable ctiildren to keep 
ttie connection alive, often in ttie context of infrequent and unreliable contact. Shannon 
described her dream of returning home:
“We would all be having a celebration, happy, and we are going to probably move
somewhere far away” (Shannon)
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other children would not let themselves hope for reunification, possibly to avoid 
disappointment. Maintaining their relationships and connections with others appeared to 
help the children to manage their feelings. As well as focusing on contact times, 
children also employed strategies that Included clinging on to their birth family 
photographs. They always seemed to keep their birth families in mind, even when this 
may have heightened a sense of loyalty conflict with their foster family. Sharing their 
feelings about difficulties seemed to help:
7  tell them what is going on with m e,...and they like hug me and say 'oh, i'm sorry if that
has hurt you or if  that upset you'” (Celine)
Feelings were shared with foster and birth families, social workers and school friends at 
times. However others chose to keep their feelings to themselves, as they either did not 
acknowledge them or recognise any benefit in sharing them:
7  know peopie feei it is good to taik but i just don’t tell anyone. I don't really keep it 
inside me, I Just don't feel it needs to be said” (Joseph)
Based upon their experiences, children could not rely on their parents taking 
responsibility, especially where mental health problems were involved. Children were 
seen to manage who could be responsible for what and commonly took responsibility 
for themselves and their parents:
7  teii her she has to stop because if she wants me, if she wants to make appointments
to see me that can't happen” (Celine)
“Coz she shouldn’t reaily be worried (about me) in case she has a nightmare or
something” (Eiijah)
There was also recognition of older siblings taking responsibility in the absence of 
adequate parenting. Children often felt a sense of duty to help their parents to 
overcome difficulties, such as alcoholism and some tried to guide their parents in 
appropriate parenting. They may have hoped to increase their chances of being
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reunited if they were successful. Foster parents, however, were recognised as being 
able to take responsibility and this brought a sense of relief:
“Well, here it feels like they want me to stay who I am, they don't want me to grow up
too fast” (Celine)
In this way, the children managed who could take responsibility for what and under 
what circumstances, portraying a sense of independence and maturity.
Strategies which the children used to protect themselves seemed to be less conscious, 
possibly indicative of psychological defences. One way of managing their experiences 
of trauma and hurt in relation to their birth families was by insisting that everything was 
fine and that they were not affected or concerned by their experiences:
“Just not too bowered, honestly. I ’m not bowered, don’t b o w e r m e” (Lucas)
The strength of insistence suggested that this may not be fine. Such an approach was 
also applied to separation and loss and being in foster care:
“It is okay because at least I see my mum and my family” (Emma)
If they ‘looked on the bright side' and declared everything was fine then there may have 
been nothing to feel bad about. Lucas built up what he referred to as ‘immunity to pain’:
“I’m actually happy that I  was actually left on the bus, coz now, being left so many  
places on my own, I am not scared anything now....every accident that has happened 
has made me immune to being scared o f anything now” (Lucas)
This illustrates a powerful self-protective mechanism and reflects how some children 
built a wall around themselves, to avoid scary or upsetting feelings. James seemed firm 
In his resolve to maintain his self-protective stance:
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7  started crying coz I wanted to go home, but that was just a dumb mistake, never
going to happen again” (James)
Distancing themselves from their birth families, either practically, emotionally or both 
were key strategies in self-protection:
“Well I am not realty expecting her to come, I don't even, I don’t reaily want her to come 
anyway so I'm kind o f glad that she didn't show up” (James)
Alice did not like to mention her birth family. This distancing extended to referring to her 
mother and older siblings as ‘the nothing people':
“Them people, the people in the contact, the nothing people, I don't like them” (Alice)
Distancing themselves from their emotions was also self-protective:
“Don't even know really, I just don't want to think about it” (Amir)
Focusing on other things helped the children to remove themselves from their concerns. 
Some explained that their foster status and relationships with their parents were not the 
most salient thing in their lives. Older children were thinking more about school and 
careers:
7  don't think about it that much, I just go through my school day” (Joseph)
“I want to be an actress and I don't want my brothers and sisters to influence me in a
bad way" (Tia)
Shifting their focus may have protected from potentially difficult or painful thoughts and 
feelings. Keeping their foster care status a secret at school was protective against being 
treated differently. Overwhelmingly children perceived that they were seen negatively in 
their new position and felt strongly about the need to maintain secrecy. This developed
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from previous experiences of misplaced trust and bullying and sometimes from the 
advice of foster parents.
“If everybody knew they would be bugging me about it and making that as an insuit to 
me and I wouldn't want like my life or my family to be hurt, that is why i  don't tell
nobody” (Celine)
“Coz I am imagining that most people in m y school are quite ignorant so they'd just 
buiid up a stupid ju d g m en t (Joseph)
Where it was hardest for the children to manage difficult feelings, a powerful alternative 
was to claim that they did not care. This represented a strong self-defence mechanism. 
If they did not care then they could no longer be hurt:
7  did feei sorry for her, but now I know that she is just like doing it on purpose and like 
not actually, well actually I don't care if  she means it or not” (James)
7  don't think anything much about my mum and if she heard this I wouldn't really care, I
would be happy that she heard it” (Tia)
There was often a sense of sadness but for others an impenetrable resolve:
“She cried, a bit, loud, I hear but i don't care” (Alice)
The position of not caring, and its associated distancing was reached after long 
histories of difficult experiences and interactions. For most ‘not caring' was confined to 
their birth families. However, sometimes this attitude also permeated relationships with 
foster families and otherwise positive relationships with other family members, insisting 
that they did not care about their love either. There was also a sense that children 
‘cared sometimes' and one child talked about wanting to move on from the past and 
give her mum another chance.
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Alongside all of these strategies was often an acknowledgement that sometimes 
nothing helped. Nothing could alleviate the pain of separation or the difficulties of living 
in care and maintaining contact. This was not necessarily borne out by their accounts of 
things that felt more positive. However it captured feelings of helplessness or feeling 
overwhelmed at times.
W orking out Loyalties
This category held a central position, with reciprocally influential relationships with 
several other categories® (Figure 6). Rather than culminating in a set ‘loyalty position', it 
represented an ongoing and constantly shifting experience for the children.
® The relative positions of the categories are not representative here but have shifted to enable a 
focus on 'working out loyalties’
Research Section -  Major Research Project 148
Self-determination
Making
SenseNew
Realities
Working out loyalties
Considering
Position
Relating
Emotionally
Choosing
Needing
connection
Keeping 
both in 
mind
Birth
family
loyalty
Foster
family
loyalty
Who foster 
family are to 
me
Relationships
between
families
Figure 6; Working out loyalties
Many of the children endeavoured to always consider both families, seemingly trying to 
be loyal to both. This meant that whichever family they were with (or anticipating being 
with) they were recognising the loss of the other. This was particularly pertinent for 
Mollie, who imagined missing her foster mother when she returned to her birth mother 
aged eighteen. She was also quick to offer assurance that she missed her mum on her 
foster family holiday. This seemed to represent remaining loyal to her mum, by showing 
that she was not able to be happy without her. She also may have felt guilty for enjoying 
a holiday when her mum was not having one. The enjoyment of life in foster care for 
Shannon was also marred by constantly missing her birth family:
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“Yeah, it is (happy being in foster care) but sad coz you don’t really get to see your
family much” (Shannon)
The children recognised a variety of relationships between their foster and birth 
families. Some children perceived that relationships were not allowed. For other 
children, admitting that there was no relationship or a potentially negative relationship 
seemed uncomfortable:
“None of them know mum's name so they won't be able to talk to her. There is no way 
people are going to talk to her, well people will talk to her, they m ig h f (Connor)
Other children talked about positive relationships between the two, sometimes referring 
to their birth and foster mother as ‘best friends’. Birth parents were sometimes believed 
to feel grateful towards the foster family. Where there were closer relationships the birth 
family retained more power. However, other accounts portrayed a more conflictuel 
relationship:
“She just didn't like It, she said, “they are not your parents so why are you calling them
mum and dad?” (Lucas)
Many of the children described how they conceptualised their relationship with their 
foster family in relation to their birth family. Birth family loyalty dictated the position the 
foster family could hold. Some saw themselves as having two families, others saw their 
foster parents as taking the positions of birth relatives or replacement parents:
“Er, (foster mum) Is like a, well basically a proper mum, er, she looks after m e, she
does like everything that a mum would do “(James)
Others conceptualised foster parents as more like friends than family:
“Coz she ain't really my mum. She don't really feel like a mum” (Ellljah)
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Such sentiments and loyalties were often evidenced in what the children called their 
foster parents. Some called them ‘mum and dad' but many called them by name or 
‘auntie and uncle’, often referring to the fact that their ‘real’ parents might be upset 
otherwise. Culture may also have influenced this. Overwhelmingly children remained 
loyal to their birth families, despite difficulties:
7  did hear from (social worker) that she was a bad mum but I don't think so” (Oliver)
In comparing his foster and birth mum it was clear where Elijah’s loyalties lay:
“No, she does, but like m y mum does everything in a better way” (Elijah)
Other children expressed no loyalty to their birth families and wanted to sever their 
connection to them, despite others trying to promote their relationships:
“I imagine a computer in my head and a little mouse and little hand and then lots of 
pictures and big files and pictures o f my birth family and then the invisible hand uses 
the mouse, clicks on the file and deletes it” (James)
Loyalty to foster families was less apparent in the children’s accounts, although they 
often talked about everything being good and feeling like part of the family. This may be 
due to the lack of biological connection or the often briefer nature of the relationships. 
Alternatively, they may not have felt the need to show loyalty through defending them, 
as they were not subject to the same scrutiny as their birth families were perceived to 
be. Despite reporting being happy in her foster family Emma made it clear she would 
dismiss them if she could:
“Forget them, forget them, I am with my family now” (Emma)
This could relate to strong birth family loyalty and a belief in the need to preference one 
over the other. Children commonly referred to needing a connection with their birth 
family. This felt imperative and represented a deep yearning for a bond which was
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irrefutable, biologically and emotionally. Tia illustrated this clearly, whilst also having 
talked at length of the abuse and hurt caused by her family:
“And the thing is that I don't think that I  would be able to cope not knowing who my 
biological family is... I feel like I have to relate to my family, my actual family and get to 
know them, get to be a part o f their life as well” (Tia)
Loyalty fundamentally related to parents but siblings and extended families were also 
important, especially in the context of difficult experiences:
“Well we have been brothers and stick together for ages and ages” (Oliver)
“If  (sister) wasn't here then I would feel really shy and very, erm, different’ (James)
These connections were considered when it came to indicating which of the two 
families they would choose to live with. This was much thought about, although the 
children lacked the power to decide. It seemed to represent the ultimate expression of 
loyalty, although involved a difficult and complex thinking process:
“But I do have about two options and that is when I am 1 8 ,1 could stay here or go home 
but I am choosing both coz this is my family and mum is my real family but I love them
all” (Shannon)
Many said they would choose their birth family, possibly based upon strong family 
loyalty. For others, believing themselves to be better off in care seemed more powerful:
“....I still wouldn't want to go home, coz this is much better than home, this is the life”
(James)
Several children described how they wanted both and could not choose:
“Um, I was hoping ...th e  two mums and dads would join up together coz then there
would just be one house” (Oliver)
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Oliver’s response illuminates the dilemma of choosing. Contradictions were very 
apparent. Alongside suggesting living with both Oliver declared;
T d  like to go back to my other mum” (Oliver)
He later said he would most like to live with his dad, although could not explain why. 
When asked more about his preference for living with his birth mum he replied;
‘Td probably say no” (Oliver)
He explained that he would rather stay with his foster family as he had been there for 
longer. Such changing positions in a short space of time reflected the difficulties of 
considering choosing between their foster and birth families and how prominent this 
was in their thinking. Inherent in this were the questions of where their loyalties lay and 
the associated difficulties, conflicts and complexities. Many did not know how they 
would choose and felt overwhelmed by a seemingly impossible dilemma.
Self-determination
Self-determination was evident in all of the categories. It came from the recognition that 
children were giving accounts of active coping despite seemingly powerless positions. 
Children often tried to maintain some self-sufficiency and focus on their own goals:
“Happy, that I get to see my biological family. ... but I don't want any o f them disrupting 
me or distracting me with the path that I ’m on” (Tia)
This approach seemed responsible and sensible and may have contributed to a healthy 
sense of self. In advising others how to manage loyalty conflicts between their foster 
and birth families, the following advice emerged:
“Don't be stuck in the middle,.. .think what you would like to do, it is not their decision in 
life, it is your decision that you have to make” (Tia)
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As seen in their management of responsibility, many children tried to take control:
7  said, ‘mum I am not leaving I am going to hide in the cupboard’ so i was about to go 
hide in the cupboard before they got here” (Shannon)
Children commonly tried to problem solve, for example asking their social workers for 
increased family contact. Active coping could be seen as one end of a continuum of 
‘self-determination’. However a whole range of responses were encompassed within 
this. Even children who were struggling to make sense and avoiding asking questions 
seemed to be actively, if not consciously protecting themselves, which could also be 
seen as adaptive coping.
Additional sources of data 
Family Relations Test
Each child’s Family Relations profile was explored both independently and alongside 
the focus code and memo maps that were drawn up for each interview (appendix 13). 
The profiles indicated predominately positive experiences of relationships. Children 
were overwhelmingly more positive about their birth parents than foster parents, 
particularly when comparing birth and foster mothers. However in some cases this was 
the opposite. Two children refused to include their birth families in the test. Some 
allocated a very high number of cards to the ‘nobody box’, declaring them irrelevant to 
all of their relationships. These were predominately negative.
When comparing individual profiles with interviews it was apparent that some broadly fit 
and some presented a very different picture. There were elements in each child’s profile 
that did and did not fit what they talked about in their interview. Some children talked 
only positively about somebody in the interview but allocated only or mostly negative 
cards to them in the test, or the other way around. Similarly, an insistence that 
everybody was the same and equal was rarely played out in the allocation of cards.
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Respondent validation: Considering others’ perspectives
The children who offered feedback on the model confirmed that they were able to 
understand the categories and themes and how these were connected. There were 
several aspects that particularly resonated with their experiences. These included 
processes of making sense, especially blaming or excusing parents, feeling better off in 
care and not knowing. Relating emotionally was seen as important, particularly 
distancing from parents and focusing on other things. Working out loyalties through 
keeping everybody in mind seemed important, as did keeping foster care secret. No 
elements were thought to be irrelevant or unhelpful. Through discussion It became 
apparent that the impact of considering other people's perspectives had not been 
captured in the model. The children talked about how their awareness of other people's 
views influenced and affected their own thoughts, feelings and actions. Thinking back to 
the data, this concept made sense and a re-analysis led to a revised model (figure 7).
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Process: Self-determination
New Realities
Contact process, 
others deciding, 
separation and 
loss Making 
Sense
Reasons for care, 
separation from 
siblings, making 
excuses for parents, 
better off in care, 
not knowing
Considering 
Position
Moving into 
care, being 
seen differently, 
sense of value
Working 
out 
Loyalties
Keeping both in mind, birth 
family & foster family loyalty, 
needing connection, who 
foster family are to me, 
relationships between 
families, choosing
Considering 
Others' 
Perspectives
Relating 
Emotionally
Managing 
relationships 
protecting self, 
nothing helping
Figure 7; The revised model
Considering other people’s perspectives influenced how the children considered their 
own position, worked out their loyalties and responded to the people around them. 
When it came to trying to make sense of their position they often seemed to refute what 
others, mostly their social workers were saying. Children were particularly loyal and 
hopeful for reunification when they believed that their parents were fighting for them:
“She is annoyed with the court coz she just wants me back and she says 7 am going to 
fight and fight til I get you back’” (Shannon)
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It was common for children to worry about their parent’s wellbeing as well as their 
feelings. They often took on board what their parents thought about their foster family 
and about them being in care:
“She is friends with the person who is looking after me, she is like, ‘take care of my
baby”’ (Celine)
The strength of birth family connections seemed paramount to many children and may 
have explained a greater focus on their birth parents’ feelings, compared to their foster 
parents. Considering the perspectives of others often led to children adjusting their 
behaviour accordingly. Celine reflected on the differences between the two families, 
which informed how she managed responsibility differently within each family:
“Here it feels like they want me to stay who I am, they don't want me to grow up too 
fast, my mum doesn't mind me growing up too fast, she doesn't, well she cares but. ..”
(Celine)
The experiences and perspectives of siblings were also considered in the process of 
working out what they thought and felt about their position. Children weighed up the 
feelings of both their birth and foster parents to determine what they chose to call their 
foster parents and who they would ultimately choose to live with. This represented a 
process of managing conflicting loyalties between the two families. Sometimes children 
recognised another person’s perspective but chose not to listen or respond to this.
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Discussion
The study sought to answer the question of how children engage with living in a foster 
family and having contact with members of their biological family. The constructed 
model provides a theoretical framework which illustrates both the complexity of the 
process and the active engagement of the children, as seen through the overarching 
process of self-determination. Coming into care, children are faced with new realities; of 
separation and loss, others making the decisions and the processes of birth family 
contact. This leads them to consider their position; of moving into care, being seen 
differently and their sense of value to others. Children attempt to make sense of the 
reasons for care, who is to blame and where they are better off, although they often 
refer to ‘not knowing’. Children relate emotionally to manage their relationships or 
protect themselves. They consider and are influenced by others’ perspectives within all 
of these processes. The model shows how each of these aspects comes together in 
‘working out loyalties’. This process encapsulates the children keeping both families in 
mind and recognising loyalties to each alongside the need for birth family connection. 
Ultimately children feel a need to try to choose between the two families, although often 
struggle with this concept.
A meta-perspective will now be taken in relation to the themes that have emerged. As 
articulated by Lipp (2011), if a research study is to be of use then it must interpret, 
explain and attempt to solve problems in practice. The current model has demonstrated 
its power to offer interpretations and explanations of how children engage with their 
unique position. A  range of clinical implications will be highlighted and directions for 
further research indicated. The theory will be related and compared to existing theories 
and literature, where these can shed further light on the processes and extend the 
theory further. Strengths and limitations of the study will also be outlined.
Self-determination and resiiience
The concept of self-determination, which permeates the model, can be understood in 
relation to theories of resilience. Ungar (2004) conceptualised resilience as a personal 
process occurring in negotiation with the environment. Rutter (1999) highlights how
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overcoming early-life adversity may strengthen resilience. Children in the current study 
expressed resilience through their self-determination in difficult circumstances. Many 
theories stress the importance of others, including foster parents (Schofield & Beek, 
2009) and schools (Dent & Cameron, 2003) in helping children in care to build 
resilience. However, positive experiences in these relationships may need to closely 
parallel the areas in which difficulties have been experienced, in order to neutralise 
negative experiences (Rutter, 1999). Concepts of self-determination and resilience 
should be explored with children in foster care, to inform how they might be supported 
to develop their means of coping with difficult circumstances.
Dearden, (2004) found that children in care wanted more information and input in 
decisions. This portrayal is more simplistic than the current model, which identified 
mixed responses to others making decisions. Some children claimed not to know the 
reasons for decisions, but avoided asking questions. This may be self-protective 
against pain or the difficulties of knowing. Through ethnography, Reich (2010) offers an 
interesting perspective on children's engagement with the American welfare system. 
She concluded that children were ‘active strategists’ rather than passive recipients in 
their interactions with the system. This view supports the construction of ‘self- 
determination’ in the current model, which encapsulates children actively creating their 
own meanings and negotiating systems of power. This needs to be recognised and 
respected in practice, to facilitate effective understanding and engagement with these 
children. Reich (2010) attributed a sophisticated understanding of systems and power 
imbalances to the children, as well as high degrees of intentionality, suggesting that 
they ‘crafted’ narratives in order to portray particular versions of their lives. There was 
no evidence of this in the current study and self-determination was also recognised in 
less conscious, self-protective strategies, such as ‘not knowing’. Unfortunately, Reich 
(2010) did not talk to the children about their intentions or consider developmental 
theories, which would suggest variable cognitive abilities with age.
Considering and managing new realities
In terms of the children’s realities, literature and clinical practice often conceptualise the 
transition between birth and foster families as ‘the event’ which children experience. As
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seen in the current model, children experienced leaving their birth families and moving 
into foster care as two separate and distinct events with their own meanings. This has 
important implications for offering support around each of these events. The model also 
indicates how the contact process relates to ongoing experiences of separation and 
loss. Haight et al. ('2003) found that children re-experienced difficult emotions 
associated with reunion and separation through contact. These experiences are 
important to consider in light of potentially complex attachment relationships with birth 
families. Perceived powerlessness has also been previously identified in relation to 
others' making the decisions. Mitchell et al. (2010) highlighted that children valued 
being given information and explanations and time to process these. They also wanted 
time to prepare for moving into care. This may have helped with emotions such as 
shock and fear, which were described by the children in the current study.
The model shows that children perceive themselves to be seen more negatively once 
they enter care. Although previously identified, neither clinical implications nor the need 
for intervention have been fully considered. The current study identified three related 
areas of concern; children perceiving that they were seen differently, the experience of 
bullying and the impact of keeping foster care secret. Each of these has implications for 
children’s mental health and well-being.
Children’s perceptions that they are seen more negatively are likely to impact upon their 
self-esteem and identity formation, particularly with limited resilience, which may protect 
against internalising such viewpoints or reduce the impact. In reality, children do seem  
to be seen and treated differently. W aaktaar et al. (2004) have documented higher rates 
of bullying. This may further impact upon self-esteem and potentially shame, as the 
child perceives themselves to be defective. This is particularly concerning given the 
connection between shame and depressive symptoms in children who have been 
neglected (Bennett et al., 2010). The experience of bullying has been linked to lower 
resilience in looked after children (Dearden, 2004) and can therefore be seen as a risk 
factor in the development of more adverse outcomes. Comparisons with those 
experiencing other stigmas and a ‘normative’ population may provide further insights.
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The Impact of the children’s response to perceived difference is another concern. 
Overwhelmingly children kept their family histories and foster care status a secret to 
avoid being bullied. Whilst self-protective and seemingly adaptive in the circumstances, 
they may inadvertently be minimising opportunities and benefits of positive peer 
relationships. Strong and supportive friendships may support the development of 
resilience (Dearden, 2004). They also foster improved self-esteem, positive adaptation, 
empathy, self-regulation and pro-social behaviour; all things which children in care may 
struggle with (Waaktaar, 2004). Peer relationships are also an integral part of the 
school experience, which can function as an alternative secure base (Dent & Cameron, 
2003). If children become preoccupied with attempting self-containment and managing 
secrecy, this could interfere with their ability to engage with educational pursuits and 
peers. Further research is clearly needed into the impact of keeping such secrets.
Concerns about the impact of foster care status on identity development have also 
been raised. In her study of adolescents in residential homes, Kools (1997) concluded 
that foster care had a negative impact on identity development through devaluation of 
the self by others and self-protection. The institutional nature of homes and associated 
personal status (of being ‘abnormal’ or ‘damaged’), colluded to produce negative 
stereotypes, intense and intrusive scrutiny and bullying from peers. Resultant social 
isolation, stigmatisation and shame contributed to a poor sense of identity. This seemed 
particularly damaging given the adolescent desire for conformity and the importance of 
peers. Kools (1997) suggested the need for reducing social isolation, preparing children 
to confront stigma and increasing the focus on children’s strengths within services. 
Whilst potentially building upon the current model, further investigation is needed into 
the processes interacting around stigma and identity and their impact, with all groups of 
children in care.
There is a strong need to support the development of a healthy and positive sense of 
identity. Building self-compassion may be a route to improving self-esteem and 
resilience and reducing shame and distress in relation to social comparisons. Gilbert 
and Irons (2005) suggest that people with self-compassion are better placed to self- 
soothe, which protects against the pain of shame. Research has subsequently shown 
that compassionate mind training can reduce depression, self-criticism and shame
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(Gilbert & Proctor, 2006). In addition, social skills and assertiveness training may help 
children to build resilience and manage experiences of being bullied. This also needs 
addressing within wider systems, including educational services and the wider media to 
reduce the perceived stigma associated with being in care. The role of services is also 
important to examine, especially how children are making sense of the ‘special 
treatment' of children in foster care. Social work visits, reviews and procedures, at 
school and in the foster home may enhance disparities with other children. A  
combination of the approaches outlined in relation to perceived difference and stigma 
may help children to feel confident enough to share their experiences and thus 
maximise social connectedness.
Building narratives
The model explains how children’s ways of making sense of their situations interacts 
with how they conceptualise their loyalties and relate to others. Research on the factors 
influencing how they make sense seems non-existent. Farmer et al. (2005) found that 
emotionally supportive and accepting foster carers were best able to encourage talking 
about difficulties. This sharing of feelings and associated information processing may 
facilitate making sense, but the relationship between the two was unclear. 
Developmental theories propose age-related differences in processing abilities. Piaget 
(cited in Donaldson, 1978) suggested that children develop more logical and concrete 
thinking from around seven years and more abstract thinking and reasoning from 
around twelve years. This may explain some differences found in the study, although 
age was not linearly associated with narrative coherence. Instead, the model shows 
that a range of factors are influential. These include the strength of birth family loyalty, 
use of defensive strategies and position in the foster family.
Reflecting on past events and discussing them with others enables people to make 
sense of experiences and influences how future events are perceived. Deriving 
meaning and ‘coming to peace’ with difficult life events may be particularly important for 
self-development and well-being (Mansfield et al., 2010) and the development of 
resilience (Rutter, 1999; Waaktaar et al., 2004). For children in care it may enable a 
healthier self-concept, improved behaviour and adjustment to the foster family (Mapp,
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2002). A  longitudinal study is also needed to explore how narrative development 
evolves over time as this would guide professionals in how best to support children.
It is helpful to consider the burgeoning research on children's narrative development. It 
leads to the conclusion that narrative processing may be more complex for children in 
care. Children learn about themselves when they can derive personal meaning from 
their experiences (McLean & Breen, 2009) and connections can be formed between 
events and personal characteristics (Mansfield etal., 2010). However, this integration of 
the self with experience was missing in the children's accounts. This could relate to the 
developmental abilities of younger participants and a possible unwillingness to 
acknowledge or disclose more painful interpretations of their experiences. Alternatively 
they may have found it hard to articulate these, especially if they thought this would 
constitute disloyalty. It may be particularly challenging for children to identify personal 
meaning in the context of maltreatment and continuing family ties and further research 
is needed.
Narrative processing has been proposed as a major process in identity development 
(Habermas & Bluck, 2000) and there may be a two-way interaction between a stronger 
self-concept and the ability to produce coherent narratives (Habermas & Bluck, 2000). It 
seemed that the most coherent narratives were given by children who presented the 
strongest sense of self in the current study.
Identity development has been assigned as the central task of adolescence (Erikson, 
1950) and the development of cognitive skills at this time may be facilitative (Habermas 
& Bluck, 2000). Although younger children are able to construct events within narrative 
frameworks it has been argued that they lack the ability or motivation to integrate 
stories and relate them to the self (Habermas & Bluck, 2000). These authors did 
however acknowledge the absence of conclusive research for this, as few attempts 
have been made to elicit life narratives from children. Children in care may have 
developed greater maturity around aspects of their personal narratives due to their 
difficult experiences. Smart (2006) suggests that such children may be qualitatively 
different, as their experiences trigger narratives and emotional responses which may 
not be encountered otherwise. Interactions with the system are likely to exacerbate
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advanced narrative processing, as this is encouraged through welfare reviews and 
court proceedings. This warrants further exploration.
Ethnic identity is an important part of narrative identity development, although, 
interestingly, it did not emerge in the current data, even in relation to trans-racial 
placements. White et al. (2008) recognise the importance of strong ethnic identity for 
educational and mental health outcomes. They also identified how some children in 
care felt caught in the middle of two cultures. This has possible implications for 
children's loyalties and self-perception and should be considered within narrative 
development work.
The ability to positively reconstruct negative past events has been related to higher self­
esteem in adolescents (McLean & Breen, 2009). Mothers may be particularly important 
in the co-construction of adolescent narrative identity (McLean & Mansfield, 2012). With 
pre-adolescents they have a significant role in supporting narrative development, 
including making meaningful connections between experiences and the self and 
providing shared family narratives (Bohanek et al., 2008). Children in foster care are 
less likely to have had such experiences with their birth mothers and they may be 
difficult for foster mothers to provide in the absence of shared histories. This could be 
supported through contact and within the foster family and may produce numerous 
benefits with the right training and support. Sharing stories with peers may also provide 
opportunities to articulate thoughts and feelings about events (McLean & Mansfield, 
2012). However, this confers a limitation for children in care who are keeping their 
status secret.
Children's accounts formed variably coherent narratives. Smart (2006) identified that 
children's narratives of post-divorce family life were also multi-layered and revealed 
ambivalence and contradictory emotions and recollections. It is also important to 
consider those with a lack of narrative coherence. ‘Not knowing' was highlighted in the 
model in relation to making sense. Other researchers have identified confusion about 
the reasons for care (Whiting & Lee, 2003). Some children claim not to know the 
reasons for their placements breaking down (Rostill-Brookes et al., 2011), although this 
was related to poor communication on the part of adults, rather than the result of two­
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way interactions. ‘Not knowing’ in the current model was related to self-determination 
and conceptualised as a self-protective strategy or defence. Attachment theory would 
suggest that less securely attached children may feel more threatened by the 
information they seek and therefore be less curious or likely to ask questions (Dent & 
Cameron, 2003).
Children clearly need individualised support to make sense of their situation and build 
integrated narratives supportive of positive identity development. Cook-Cottone and 
Beck (2007) have highlighted the importance of life-story work with foster children, 
although this work needs an evidence base and research to elucidate the potential 
challenges and risks as well as benefits. Cook-Cottone's (2004) developmental model 
of how healing narratives are created may be particularly instructive in working with 
these children. It is important that life-story work is meaningful for the child and relates 
to their own experiences and wishes.
Utilising psychological defences
The self-protective strategies outlined in the model functioned as psychological 
defences. These can be conceptualised as unconscious mechanisms which protect 
from psychological pain (Howard, 2009). Everybody has psychological defences which 
enable the management of anxiety. However, children who lack caregivers to support 
them in emotional-regulation in early life may come to rely on systems of defence to 
manage intolerable affective states (Lemma, 2003). Other self-protective strategies 
highlighted in the model, such as keeping foster care secret and focusing on other 
things were more conscious attempts to protect the self. Methodologically, Charmaz 
(2006) cautioned against assuming that respondents repress or deny significant facts 
about their lives (p.54). However recognition of this was unavoidable given the data that 
emerged. Rostill-Brookes et al. (2011) similarly identified that children sometimes 
suppressed or dismissed emotions in relation to placement breakdown. Repression was 
also evident in Mitchell's (2010) study. One boy recommended that other children in 
care should, ‘focus on other things to avoid what you don't want to think about'.
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There was evidence in the model of a range of defensive strategies. Splitting was 
particularly evident for some children within interviews and the Family Relations Test 
(Bene, 1985). This involved keeping two opposing feelings apart, for example 
conceptualising a birth parent as all good and a foster parent as all bad. This may have 
functioned to avoid feelings of dependency towards the foster family who may be 
temporary or to idealise the birth parents, to protect from the pain of reality. Defences 
may also protect children from acknowledging or trying to process confusing and mixed 
feelings, which were prevalent for most of the children.
Contradictions were found throughout the children's accounts. Children sometimes 
acknowledged that there were things they could not say, possibly indicating the use of 
defences and conflicts of loyalty. Contradictions demonstrated that it was hard to build 
coherent narratives and reach conclusions in complex situations. Attachment theory 
may contribute to understanding this, both in thinking about the child’s relationships and 
their emotional capacities as a result of these. Insecure and ambivalent attachment 
patterns are often found in relationships with maltreating parents (Ponciano, 2010). 
These relationships may be characterised by inconsistencies and contradictions such 
that these become inherent within the child's patterns of relating.
Psychological defences certainly seemed adaptive in managing difficult relationships 
with birth parents. This seems counterintuitive given the importance to the children of 
birth family connections. However, these strategies may promote sufficient distancing to 
reduce the negative impact of interactions. This may particularly be the case in the 
context of insecure or ambivalent attachment relationships with parents. Defences may 
enable children to reduce emotional distress in relation to their relationships with their 
parents and thus enhance their emotional-regulation. The unconscious nature protects 
them from having to acknowledge the difficulties, which may otherwise evoke feelings 
of disloyalty. A more consciously intended disconnection could also be seen as 
adaptive. Loxterkamp (2009) suggested that identity could be derived from dissociating 
oneself from what is contemptible and harmful. A child disowning their abusive family 
could therefore be seen as a positive step in healthy identity formation. In her work with 
troubled children, Alvarez (1992) recognises the utility of defences both in avoiding pain
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and enabling more positive psychological experiences, such as feelings of safety and 
security. She thus framed defences as developmental achievements.
In the current study, defensive strategies utilised in relation to birth parents were of 
concern when applied indiscriminately to foster parents and others. This created 
barriers to the development of these new relationships, which Neil et al. (2003) would 
also see as maladaptive, as they may preclude the development of secure attachments 
with foster parents. Lemma (2003) recognises that when defences are used too rigidly 
or exclusively they can become part of the character structure. Considering their 
developing identities and personalities, this may be particularly concerning in relation to 
children. Two of the children in the study were denying that anything was ever a 
problem, which could indicate that the defence of denial had become more pervasive.
Further research is needed into the use of psychological defences in children who have 
had and continue to have difficult and traumatic experiences. Exploration of their 
defences, how and in what circumstances they are employed may be beneficial in 
extending understanding of this aspect of the model and offering appropriate support. 
Theories of attachment and resilience could also further illuminate this area of 
psychological coping. Maladaptive defence styles may be associated with 
psychopathology (Nickel & Egle, 2006). This was found in adults who had experienced 
abuse in childhood. It is therefore important that children are offered support around the 
use of unhelpful strategies. Due to the essential, protective nature of defences, children 
may need them to remain intact and unchallenged until they are ready to consider 
them, if they become problematic (Howard, 2009). However, greater awareness in 
social workers, foster parents and therapists may enable work which could begin to 
repair the deficits underlying the defences. Psychodynamic child psychotherapy, with its 
focus on processes of defences and transference may have a lot to offer. A recent 
review (Midgley & Kennedy, 2011) has demonstrated the effectiveness of this therapy 
model with children, including those who have been maltreated.
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Conflicts of loyalty
As indicated in the model, working out loyalties was a salient, constantly shifting and 
evolving process. It encapsulated comparing and choosing between families and often 
resulted in conflicts of loyalty. Kools (1997) suggested that it was typical for a child in 
foster care to experience conflict between the desire to ‘belong’ in the foster family and 
the need to maintain loyalty and ties to the biological family. These were not necessarily 
compatible. Schofield (2005) proposed that children may want to belong in different 
ways to several families. This was seen where children said that they would choose 
both. Exploration of the attachment styles that guide children’s relationships within each 
family and children’s schemas about ‘family’ may shed further light on how they 
manage their relationships with two families simultaneously.
According to the children’s accounts, they weighed up a variety of factors in working out 
their loyalties, in addition to the less conscious, powerful influence of attachment and a 
sense of belonging. These included the relative lengths of time spent with each family 
and their sense of value to their birth family, often evidenced in how their birth parents 
were engaging with the contact process. In relation to permanency, children 
conceptualised birth family bonds as permanent and the genetic and emotional bond 
remained unique and irrefutable. This gave children a sense of family history and 
identity, which may contribute to narrative identity development. Comparatively, some 
children saw their foster family placements as temporary, or saw themselves as the ‘job’ 
of their foster parents. One boy commented that his foster mother “had to love everyone 
she looked after”. This may be explained by the strength of early attachment 
relationships to caregivers and difficulties forming new secure attachments within foster 
families. In terms of belonging, Schofield (2005) highlighted the societal norm of ‘living 
with your real family’ and recognised that they also hold ethnic and community identity. 
Children’s beliefs about family were often complicated by experiences of maltreatment 
and ongoing difficulties around contact, resulting in confused and conflictual feelings. 
For some children these included devaluing or not trusting their birth families. These 
experiences may echo the nature of the attachments characterising these relationships. 
Neil et al. (2003) also identified that children had complex and contradictory memories
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and feelings about their birth families. Such feelings may be difficult and overwhelming 
for children to manage and may benefit from sensitive recognition and validation.
Children talked about being better off in care. This belief is substantiated by research 
which has identified improved functioning through care (Horwitz et al., 2001). Gardner 
(1996) found that children in long-term care sometimes aligned themselves with their 
foster families to the exclusion of their birth families. This was based upon an 
awareness of the role a parent should play and these children called their foster parents 
‘mum and dad'. However they did not respond to them as if they were their ‘real’ 
parents. This is more aligned with the current model, which recognises that children see 
foster families as ‘different’ rather than as a potential replacement for their biological 
family. This difference may allow for a reduction in loyalty conflict if children are able to 
evaluate the families on different parameters. Age may have a varying impact upon this. 
Older children may have a more complex understanding of their parents’ role in 
providing for them (Leibig & Green, 1999) and therefore recognise their parents’ failure 
or inability to meet some or all of their needs. Alternatively they may have had a longer 
period over which to cement a strong attachment and sense of loyalty to their birth 
family and/ or foster family. It would be interesting to replicate Leibig and Green’s 
(1999) study of children’s family loyalty in the UK and to compare those who are living 
in foster and birth family care. Further, to explore the development and maintenance of 
family loyalty.
Developing a positive allegiance to the foster family may ameliorate against the effects 
of early neglect or trauma (e.g. Ponciano, 2010). However, birth family bonds may limit 
or prevent children’s ability to develop secure attachments or a sense of belonging 
within their foster families (Leathers, 2003). This may particularly be the case where 
parents promise reunification. Children commonly referred to what they called their 
foster parents, or felt able to call them, given their perceptions of their birth families 
feelings, possibly in relation to the practical role or emotional intimacy that is denoted by 
the title. Surbeck (2003) and Eitzen and McIntosh (2004) frame calling foster mothers 
‘mum’ as a protective strategy supportive of attachment and a sense of belonging. 
However they offered no insights into the difficulties that this poses when children feel 
divided in their loyalties and experience insecure attachment relationships. Children in
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the current study were explicit about the dilemma. One child explained that she stopped 
calling her foster mum, ‘mum’ because she anticipated her birth mum being upset. 
Encouraging open dialogue about such issues may help children to balance birth family 
loyalty with their developing relationships with their foster families.
The model recognises the importance of the relationship between the two families for 
the children. They generally perceived the relationships as positive and seemed 
uncomfortable when they perceived no relationship. This may have made it harder for 
them to conceptualise ideas about family. Hojer (2009) found that birth parents felt 
more able to maintain contact with their children when there were positive relationships 
with foster parents. However, it may be difficult for some foster carers to build such 
relationships knowing the harm that has been caused to the child they care about 
(Mapp, 2002). It is unknown what impact the foster carer’s views might have on the 
child’s sense of loyalty. Mapp (2002) suggested that children may feel free to express 
their feelings about their birth families if foster parents remain neutral. This appeared to 
be the experience of most children in the current study. Sanchirico and Jablonka (2000) 
recommend the promotion of positive relationships between the families. This may help 
to reduce conflicts for the child. However trust could also be compromised. Some 
children in the current study struggled to accept their foster parents encouraging 
contact with birth parents who they experienced as neglectful and rejecting. This also 
relates to the defence of splitting, where children might conceptualise one parent or 
family as all good and the other as all bad. This may be easier for children than holding 
a more nuanced appreciation of a person or relationship, which may create dissonance 
and turmoil.
Children often expressed sadness that they had little contact with birth relatives. 
Adolescents in Moyers’ (2006) study rated contact with relatives, including 
grandparents as less problematic than other relationships. This acts as a reminder that 
relationships with important others should be promoted in order to meet the child’s need 
for connection and belonging. These relationships may also represent the most secure 
attachments that these children have. Siblings were also important sources of 
connection to the birth family for many children, especially in the absence of close
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relationships with parents. Grigsby (1994) also identified potentially powerful 
attachment relationships between siblings.
It was clearly a challenge for children to conceptualise and manage their relationships 
and to make sense of their membership of two very different families. However they 
managed arising conflicts in seemingly adaptive ways, through how they made sense of 
things, managed their relationships and protected their selves. Neil et al. (2003) 
suggested that foster carers could help when they were sensitive, empathie and 
accepting. Recognition and validation of complex feelings may be particularly beneficial.
Further research is needed into the experiences of loyalty conflict and interventions 
which may support children to negotiate these. Interventions for children experiencing 
loyalty conflicts post-divorce have been unparalleled for children in foster care. These 
have included group work around expressing feelings and enhancing coping skills and 
positive perceptions of self and family (Pedro-Carroll, 2005). Family work has involved 
creating a neutral middle space for the child and encouraged improved relationships 
between parents (Gans Walters & Friedlander, 2010). An additional goal for foster 
children might be to promote healthy individuation and differentiation from their birth 
families. This could enable them to build new relationships without feeling torn, whilst 
also maintaining birth family connections where wanted. Exploration of such work is 
crucial in order to offer children effective support with managing dual loyalties.
The importance of others’ perspectives
This element was added to the model following respondent validation and makes sense 
within the complex social context in which the children were engaging. Understandably, 
it was difficult for the children to identify and synthesise a range of different 
perspectives and weigh these up to inform their own behaviour. This was often an 
automatic or unconscious process and may explain expressions of conflicted feelings, 
contradictions and difficulties in providing coherent accounts. Despite this process 
being evident, children seemed to have limited ideas about what others might be 
thinking. Instead they made broad assumptions or focused on one piece of information
Research Section -  Major Research Project 171
to reach a judgement. This represented a selective bias, as children often latched on to 
a positive although vague conclusion.
Children’s articulation of others’ possible thoughts and feelings often lacked congruence 
with other elements of their narratives. This may have again indicated the use of 
defensive strategies. It was striking that many children found it impossible to even 
guess what one of their parents or foster parents might think or feel. This could be 
explained by a poor capacity for mentalising. Studies have shown that mentalising 
might be particularly under-developed in children who have lacked secure attachments 
and those who have experienced maltreatment (Fonagy et al., 2004). Such difficulties 
may result in children struggling with empathy and to co-operate and negotiate with 
others (Schofield, 2005). Mentalising abilities may be under-developed due to a lack of 
modelling and encouragement from birth parents; to talk about how the child thinks and 
feels and to imagine what others might be thinking and feeling. This highlights the need 
for further consideration of a child’s capacity for mentalising. Foster parents may be 
best placed to offer intervention and could be given training and support to teach 
children how to mentalise.
Family Relations Test
The Family Relations Test (Bene, 1985) was both helpful and enlightening, through its 
ability to access unconscious beliefs. The results profiles (appendix 13) indicated the 
children’s perceptions of positivity surrounding their relationships. The greater 
attribution of positive emotions and the denial of negativity about birth families were 
believed to indicate loyalty, which supported the model’s recognition of the power this 
held. Children may also have a more rounded view of their foster families, possibly 
reflecting the realities of routine family life, which was no longer experienced with birth 
families. What children called their foster parents and the cards that they allocated them 
seemed to be connected. The use of first names seemed to symbolise more distant 
connections, whereas, the terms ‘aunt and uncle’ suggested conceptualising them 
similarly to birth relatives. Calling them ‘mum and dad’ often demonstrated closer 
emotional connections.
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The test results added another dimension to understanding how children related 
emotionally to their position. The act of excluding some family members or distancing 
themselves from some emotions (by attributing cards to nobody) can be framed as 
psychological defences. This is further corroborated by the inconsistencies between the 
test profiles and interview narratives. Things that may have been harder to 
acknowledge in conversation were apparent in the expression of less conscious beliefs.
Greater integration with the interview may have provided further insights, although this 
may have undermined the unconscious ethos of the test. Culturally, the test was not 
appropriate, which potentially made it harder for some children to identify with. Each of 
the cardboard cut-outs depicted White British figures. One child asked, “are there any 
with dreadlocks?” Nor was it designed to accommodate children who live in foster care 
or blended families, with their multiple parental figures. A greater range of cut-out 
figures and adaptations to the scoring profile would address these limitations. A revised 
test could elicit emotional responses in relation to experiences with both families and 
highlight potential conflicts of loyalty within and between the two. A comparison 
between children living in foster families with those living in different family 
compositions may provide further insights into children’s loyalties.
Applying the framework to practice
The model clearly holds important messages for practitioners working with children 
living in foster care and maintaining contact with their birth families. It offers a 
framework which can be applied to practice, through considering and discussing a 
child’s experiences in relation to the model, either directly or indirectly. This may enable 
a more in-depth appreciation of children’s positions and better inform plans for offering 
appropriate individualised support. This may encompass some of the possible 
interventions discussed above.
It would be important to extend the understanding provided by the model by speaking to 
children in different positions and assessing how applicable the model is for them. This 
should include children who are living in foster care with no birth family contact, children 
whose parents voluntarily brought them into care and children with strong family ties
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and experiences of placement breakdown. It is striking that the placement breakdown 
literature does not seem to ask the children what they think determines the success or 
failure of their placements. This may illuminate further complexity within the model.
There is a need to further investigate loyalty conflict to shed further light on its impact. 
Quantitative research would enable exploration into the extent of loyalty conflict 
experiences and related coping strategies. Analysis is also needed of the relationship 
between loyalty conflict and emotional and behavioural problems and placement 
breakdowns. This would be particularly interesting alongside identification of the 
attachment patterns which characterise children's relationships within each family. 
Analyses that incorporate demographics may provide further insights into loyalty 
development and conflicts, in relation to factors including the child's age and number of 
years in placement.
Study strengths and limitations
Methodologically, declaring saturation may have limited the data that was gathered. As 
highlighted by Dey (1999), saturation is subjective and there can always be new and 
different perspectives which are able to illuminate and extend existing understanding.
Conducting one interview with each child may have limited the data gathered. A  series 
of two or three interviews may have better captured complexity in the children’s 
accounts. It may also have enabled deeper exploration of the key concepts that were 
emerging, such as contradictions and the power of loyalty. Children’s reports may have 
differed according to the time when they were interviewed, for example in relation to the 
timing of contact with their birth families or their mood, which would influence mood- 
congruent memories and interpretations. It is also important to consider that children 
were recruited via their social workers in a context of concern about their welfare and 
uncertainty regarding their long-term care. Ethical considerations within the research 
may have limited the extent to which children were questioned about their wider 
contexts. In practice, it would be important to locate and understand the model within 
each child’s social context. This would provide an in-depth grounding and additional 
framework for the model.
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A strength of the study is its focus on children who are in care and their current 
thoughts and feelings, in addition to exploring coherence around past events. Whilst 
retrospective studies with adults may also be interesting it is imperative that clinicians 
working with children try to understand children's current experiences, in their own 
words. This is particularly important where decision making is adult-led and children’s 
voices may not always be heard. In terms of understanding how children engaged with 
belonging to two families and the potential for loyalty conflict, a key limitation is the 
absence of the voices of children whose placements have broken down. These could 
relate to difficulties in family contact, adjusting to foster families and managing loyalty 
conflicts. These children may be able to extend our understanding, although ethical 
practice in relation to the children’s welfare would first need to be negotiated.
Conclusion
Given the poor outcomes of children in foster care there is a strong need to improve 
and develop the support that they receive. This study has shown that loyalty conflict 
may be a key process implicated within poorer outcomes and this warrants further 
research. The key implication for clinical practice is the need to support children to 
manage their position within and between two often very different families. A range of 
related processes and implications were also highlighted. It is important that children 
are supported to build coherent and helpful narratives which contribute to positive 
identity development. Within this children should be encouraged to articulate their 
beliefs about other people’s thoughts and feelings as these clearly influence all other 
aspects of experience and engagement. They may also benefit from teaching and 
support in mentalising. How children perceive themselves may benefit from sensitive 
discussion, including the ways that they manage their status socially, in order to 
maximise the benefits of positive relationships and social networks. Interventions that 
build self-compassion and coping skills may be particularly important whilst stigma also 
needs addressing within wider systems.
Children may not be conscious of their more painful and conflictual thoughts and 
feelings. Behavioural difficulties may be indicative of these. A  thorough revision of the 
Family Relations Test would enable an assessment of a child’s position in relation to
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their two families and any feelings of conflicting loyalties. Whilst psychological defences 
have been shown as adaptive in relation to birth families, therapeutic support may be 
indicated if these become more pervasive in a child's life. The model also provides a 
framework which may help practitioners to better consider and understand elements of 
the child’s experience. These can then be explored with individual children, whilst also 
recognising their resilience and respecting self-determination so that appropriate 
support can be put in place. The facilitation of open dialogue about such issues and 
recognition and support for any difficulties may help children to find the best fit between 
the two families, thus promoting their wellbeing and best possible outcomes.
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Diane Dansey
Trainee Qlnlcal Psychologist
Department of Clinical Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
1* March 2011
Dear Diane,
Re: What do children think helps them to manage living In 
foster care and maintaining contact widi their biologlcai 
families?
It was great to meet you to discuss the research that you are 
proposing to conduct for your major research project.
I am writing to confirm that our team are happy to support you with 
this piece of research, and more specifically for you to approach young 
people in the care of as possible parddpants.
We look forward to hearing from you once you have received ethical 
approval for the study.
Yours Sincerely,
Clinical Psychologie Team Manager,
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AGREEMENT OF CHILDREN’S SERVICES
UNIVERSITY OF
SURREY
Research Project Title: What do children think helps them to manage living in foster care
and maintaining contact with their biological families?
Clinical Psychology Trainee’s Name: Diane Dansey
I am aware that the study has been given a favourable ethical opinion by the University of 
Surrey’s Faculty of Arts and Human Sciences Ethics Committee. I can confirm that the team 
have agreed to support this research project, by providing access to potential participants.
Team: t
Name (print):
Job rote: s c k - U io r W /W A r M T C ,  (K tW T tü /ô f
Signature:
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Appendix 3: Study information sheet
U N IVER SITY  OF
J ?’ SURREY
INFORMATION SHEET
What is it like living in a foster care family and also seeing a member or members
of your birth family?
My name is Di Dansey and 1 am a Trainee Clinical Psychologist studying at the 
University of Surrey. I am doing a piece of research as part of my 3 year training 
course. The study has been given a favourable ethical opinion by the University of 
Surrey’s Faculty of Arts and Human Sciences Ethics Committee.
Why am I doing this research?
I have learnt that many children who live in foster care also have contact with their 
biological families. I would like to learn from you and other children and young people 
about what it is like living with a foster family while also seeing a member or members 
of your birth family.
Research Section -  Major Research Project
What are the potential advantages of taking part?
Many people find that they like having somebody to talk to and help them think about 
things in their lives and feel listened to. Talking to me about what it is like for you living 
in your foster family and having contact with your biological family may help us to think 
about what support might be helpful, which could help other children in your situation. 
You will be given a £5 WHSmiths voucher for the time you spend talking to me. This 
can be exchanged for chocolate, magazines, books, ITunes cards etc. I will also 
provide refreshments for you during our meeting.
What are the potential disadvantages of taking part? X
Taking part in the research may mean that you think about things that you have not 
thought about before or in a while. You may feel upset, sad or angry. You can change 
your mind about talking to me at any time. There are phone numbers at the bottom of 
this letter, of people you could talk to about how you feel after we meet, if you wish to.
What will happen if I want to take part?
You will have the chance to meet with me and ask any questions before you decide 
whether you want to take part. If you want to then I will ask you to sign a consent form 
and I will ask your social worker if they also agree. If so, we can then arrange a time 
and place for us to meet, for about 30-50 minutes. You can bring some photos or a 
favourite toy/object to tell me about, if you like. You can change your mind about taking 
part before or during our meeting.
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Will what we talk about be kept confidential?
If I am worried about harm coming to you or someone else I will 
have to tell someone, to make sure that you are okay but I would 
talk to you about this first. Otherwise I will not tell anybody 
specifically what you have said. I will voice record and write 
anonymously what we talk about and keep the recording in a locked 
cabinet. I may write some things that you and other children have 
told me and these may be published, or talk about them in a 
conference, but nobody will know what things you have said. You 
can tell anyone what you like about our talk.
What happens afterwards?
After we talk, you may feel upset, sad or angry or you may not. If 
you want to, you could talk to your family, your social worker 
(name), the clinical psychologist who works in children’s services 
(name) or you could phone Childline (free) on 0800 1111. You can also text, email or 
chat to someone from Childline online, the details are on their website 
(www.childline.orQ.uk) .
If you agree, then after our talk I may be in touch with you again by letter, to arrange to 
talk a bit more about the things we discussed. Also to talk to you about the sorts of 
things other young people have said to see what you think about those.
If you have any further questions
You can contact me at; You can contact my research supervisor at:
THANK YOU FOR THINKING ABOUT TAKING PART
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Appendix 4: Consent form for social workers
4 : U N IV E R S IT Y  O Fm SURREY
CONSENT FORM FOR SOCIAL WORKERS
Study: What do children think helps them to manage living in foster care and 
maintaining contact with their biological families?
Name of researcher:
•  I have read the information sheet about the study and had the opportunity to ask 
any questions that I would like to.
•  I understand that I am being asked to give consent for Di to make contact with 
the child and for them to take part in the research, if they also give consent.
I give consent fo r  (name of ch ild ) to be contacted and to take part in this research, if they
also give consent.
I do not give consent for ...(nam e of child), to be contacted about this research
Name of child:
My name and job title:
My signature:
Today’s date:
(Contact details of researcher and research supervisor)
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Appendix 5: Initial consent form for children
i '  UNIVERSITY OF
3  SURREY
CONSENT FORM
Study: What is it like living in a foster care family and also seeing a member or
members of your birth family?
Name of researcher:
•  Di would like to talk to me about what it is like living with my foster care family 
and also having contact with my birth family.
•  I have read the information sheet about the study and have asked Di any 
questions that I want to.
•  Di will record our conversation and write about it, but she will not use my real 
name so nobody else will know what I have said.
•  I can tell anyone I want to about what we talk about.
•  I can say ‘no’ to taking part in the study, nobody will mind and it won’t affect any 
help that I get.
•  If I say yes I can change my mind any time before or during meeting with Di 
without having to say why.
My decision: Please tick one box
I agree to take part in this research 
OR
I do not want to take part in this research
My name:
My signature; 
Today’s date:
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Appendix 6: The interview schedule
Also see reflective memo in appendix 10 in relation to choice of questions.
Initial Interview schedule:
o I know you are staying with your foster family and your (member/s of birth family)
are around as well. Can you tell me what that is like?
o (If applicable) I see you have brought some photos with you, can you tell me about 
them
o How did you feel when you first moved in with your foster family?
How do you feel now?
o Do you see your (member/s of birth family) the right amount?
o What things have been helpful/ made things difficult?
o Can you tell me about your friends?
o What things are important to you for your future?
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2"  ^Interview schedule^: Updated following interview 3
o I know you are staying with your foster family and your (member/s of birth family)
are around as well. Can you tell me what that Is like?
o (If applicable) I see you have brought some photos with you, can you tell me about
them
o What was it like when you first moved in with your foster family?
How did you feel and how do you feel now?
o What do you call your foster parents?
o Do you see your (member/s of birth family) the right amount?
o Can you describe the last time you saw your birth mum/dad?
o What is it like being apart?
o Have your birth family and foster family met? What was it like? If not why not?
o What things have been helpful/ made things difficult?- Removed- too ambiguous but
related to other questions where applicable
o Can you tell me about your friends?
o What things are important to you for your future?
® Removed questions highlighted in grey 
Additional questions shown in green
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Interview schedule^: Updated following interview 7
o I know you are staying with your foster family and your (member/s of birth family)
are around as well. Can you tell me what that Is like?
o (If applicable) I see you have brought some photos with you, can you tell me about 
them
o What was it like when you first moved in with your foster family?
How did you feel and how do you feel now?
o What do you call your foster parents?
o Do you see your (member/s of birth family) the right amount?
o Is there anything that makes it difficult to see them?
o Can you describe the last time you saw your birth mum/dad?
o What is it like being apart?
o What do your birth parent/s think about you being in care?
o Have your birth family and foster family met? What was it like? If not why not?
o Is there anything you would like to be different?
o What things are important to you for your future?
 ^Additional questions shown in purple
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4 *  Interview schedule^: Updated following interview number 10
o I know you are staying with your foster family and your (member/s of birth family)
are around as well. Can you tell me what that is like?
o (If applicable) I see you have brought some photos with you, can you tell me about 
them
o What was it like when you first moved in with your foster family?
How did you feel and how do you feel now?
o Who puts you first?
o What do you call your foster parents?
o Do you see your (member/s of birth family) the right amount?
o Is there anything that makes it difficult to see them?
o Can you describe the last time you saw your birth mum/dad?
o What is it like being apart?
o What do your birth parent/s think about you being in care?
o Can you describe your relationships with (foster parents and birth parents
individually)?
o Have your birth family and foster family met? What was it like? If not why not?
® Removed questions shown in grey 
Additional questions shown in blue
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o Do your birth and foster family disagree on anything? What sorts of things?
o Is there anything you would like to be different?
o Is there anything you get from one family that you don’t get from the other?
o What things are important to you for your future?
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Appendix 7: Example debrief sheet
UNIVERSITY OF
1l3 SURREY
DEBRIEF SHEET
THANK YOU FOR TAKING PART IN THIS RESEARCH
(Child’s name), after we have talked today you may feel upset, sad or angry or you may 
not. If you want to talk about what you are thinking or feeling then you may like to speak 
to somebody else about this. You could talk to someone in your family or your social 
worker, (SW  name), on (telephone) or (Other involved professional) on (telephone). 
You could also phone Childline (free) on 0800 1111 or text, email or chat to someone 
from Childline online, the details are on their website (www.childline.orq.ukV
If you think of something else that you decide you want to tell me then you can contact 
me (see below) to arrange for us to talk on the phone or meet up again.
If vou have anv further questions
You can contact me at: You can contact my research supervisor at:
Researcher and supervisors details
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Appendix 8: Consent form for children for respondent validation
U N IVER SITY  OF
# SURREY
CONSENT FORM FOR SECOND MEETING
Study: What is it like living in a foster care family and also seeing a member or
members of your birth family?
Name of researcher: Di Dansey
I have now met with you to talk to you about what it is like living with your foster care 
family and also having contact with your birth family. I will also be talking to other young 
people about their experiences of this.
Once I have spoken to everybody I might want to contact you to talk to you again about 
some of the things that other people have said (anonymously) to see what you think 
about these. This would also give you the chance to see the data that I had collected for 
the project at this stage. I would give you further information about this once I contacted 
you. You can say no to being contacted again if you would like to.
Mv decision: Please tick one box
I agree to Di contacting me again about possibly 
talking to her again
OR
I do not want Di to contact me about this research again
My name:
My signature:
Today’s date:
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Appendix 10: Memos
Memos were written as ‘informal analytic notes’ (Charmaz, 2006). They explored and 
expanded upon theoretical ideas and encompassed researcher reflexivity. They were 
written in the early stages of data analysis, alongside each transcript (e.g. appendix 9). 
More detailed memos were written in relation to the theoretical development of 
categories and sub-categories (e.g. appendix 10.1) and also to aid reflections about 
decisions that were made throughout the research process (e.g. appendices 10.2 & 
10.3).
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Appendix 10.1: Memo: Engaging with others making decisions
Children are at the centre of others (external to family) making the decisions as soon as 
they are identified as being at risk and especially once they move into care. For some 
children there may be relief that things are not in their control- especially if they see 
themselves as being better off in care but would find it hard to admit this to parents. 
Others deciding avoids them having to confront this?
A continuum of acceptance regarding others making decisions:
Happy
acceptance
Seeing the
bright side
Wanting/
needing
support?
Passive
acceptance
Relief? Un­
processed?
Frustrated/
emotional
acceptance
Or just describing non-emotionally- self 
protective?
Not
accepting
Not wanting 
It/ railing 
against it
Sometimes children experience different positions, e.g. anger and not accepting, 
regarding decisions that result in separation and loss. At the same time they may feel 
happy or accepting if they feel safer or better off. Their positions may also change over 
time. Originally I was assuming that children were at the mercy of decisions but 
realisation of the continuum showed a range of ways in which they were responding. 
These seemed active and determined in the circumstances. Children were adopting 
strategies to protect themselves the best way they could and weighing up multiple 
factors, including loyalties. ‘Not accepting’ seemed the most potentially harmful but 
related to only aspects not the whole of the situation. ‘Seeing the bright side’ is like 
insisting its fine- as a defensive strategy and links with being better off in care. Passive 
acceptance is in contrast but may be similarly protective and links in to the literature 
which reflects on how power is held by social workers and courts.
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Appendix 10.2: Memo: Choice of terminology: ‘Foster parent’ not ‘carer’
The term ‘foster parent’ was used in preference to ‘foster carer’, both in the interviews 
with the children and in the discussion. The following memo was written in relation to 
this decision:
“Both terms ‘foster parent’ and ‘foster carer’ are in common use in research papers and 
literature. Noticeably, papers that are more about relationships and especially papers 
re. loyalty conflict (e.g. Leathers, 2003) use the term ‘foster parent’. Clinically, the term 
‘foster carer’ seems the most used by social workers and by foster carers/parents 
themselves (as I noticed in a recent training workshop). They are possibly 
interchangeable but the two have different connotations to me. ‘Foster carer’ seems 
more removed and distant from the position or role of a parent and reminds me that 
they are doing a paid job. It seems a bit cold somehow. I wonder if this might better suit 
some children in their care, especialiy those who are not able or wanting to feel like (or 
become) part of the family? Possibly also when the placement is going to be very short 
term. On the contrary, ‘foster parent’ to me seems more warm and caring and better 
signifies the position that they are taking in relation to the child. In my mind it better 
relates to longer term foster placements- of a year or more, which all of the children in 
my study were in. In relation to my thinking about the study it better facilitated 
comparisons with birth parents. I imagined that my use of this term in the interviews 
would enable children to also compare or conceptualise the parental role more readily. I 
noticed in two interviews that despite my saying ‘foster parent’ the children used the 
term ‘foster carer’. This showed that my choice of term did not necessarily influence 
their language. Therefore did not seem to introduce a great source of bias in terms of 
how these relationships were described by the children. Sometimes ‘foster carer’ 
seemed to relate to apparently more distant relationships, especially in children who 
seemed most loyal to birth parents and contributed to the way that these relationships 
were interpreted.”
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Appendix 10.3: Memo: Choice of interview questioning
“After discussing with my research supervisor we decided to keep the questions very 
open to start with, to see what children raised about their experiences of living in foster 
care and having contact with their birth families. They were asked further questions to 
encourage them to expand upon their accounts. These questions were likely to have 
been unintentionally Influenced by my interpretations of what they were saying and my 
awareness of the concept of loyalty conflict and possible expectation that this would be 
an issue. In revisions of the transcript I then chose to add questions which had arisen in 
previous interviews as a result of data given by other participants. The selection of 
these questions was made based upon the focus of the research project. It seemed 
important that I had not conducted the literature review prior to data collection. But I 
think even the research gathered at the outset of the project, to identify the gap in the 
existing research, inform the title and rationale were quite influential in providing a lens 
through which I was viewing the data and my interactions with participants. Although 
surely unavoidable given the necessity of maintaining the research focus whilst allowing 
flexibility and openness to new perspectives and ideas in relation to the topic. I wonder 
what would have arisen if I had not followed up new leads in subsequent interviews 
(although this may have been too general) or If I had interviewed in a more explicit way 
about loyalty conflict and tailored all questions to this (but strong bias?). It felt like I had 
chosen a compromise between the two. Some of the questions tailored to loyalty in 
later interviews did feel more potentially ‘emotionally charged' and therefore difficult to 
ask, e.g. about whether the two families disagreed about anything. The idea of 
disagreements between them having been raised by another participant and seemed 
like an interesting direction to pursue in relation to learning about other children's 
experiences and how they engaged with these. Such directions seemed important to 
pursue in the light of following the participants’ leads in relation to the topic.”
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Appendix 11: Focus code and memo maps
Focus code and memo maps were created for each participant, based either upon the 
focus codes or brief memos which were developed alongside each transcript (appendix 
9). The grounded theory analytic processes outlined In the method involved combining 
focus codes from each transcript and synthesising these in the processes of category 
development. Alongside this process, focus code and memo maps enabled the 
researcher to hold on to a sense of each transcript as a whole and ensure that no 
child’s voice was lost.
The focus code maps were used to aid the synthesis of material at the stage of 
theoretical development (see process in appendix 12). This involved referring to each 
participant’s map to ensure that the key themes that had been noted were in some way 
represented at the later stages of theory development. Attempts were made to account 
for each process identified in the maps. Memo maps were not used in the same way as 
they were based upon researcher reflections following each interview rather than a 
synthesis of the whole. However the interpretations made at these early stages were 
considered in relation to the model that was developed and were used to develop a 
more in-depth understanding of processes.
Generally the focus code maps were more detailed as they were based upon the many 
focus codes which were derived from each transcript. Memo maps complimented the 
former and seemed an important step in interpreting the data as a whole. The role of 
the researcher’s interpretations was recognised in relation to both maps. Examples can 
be seen in appendix 11.1 and 11.2 .
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Appendix 12: Process of theory generation
The grounded theory model was constructed through a variety of different processes. 
Focus codes from the transcripts were collated and arranged in different groupings in 
order to construct key themes or categories within the data. Memos, focus code and 
memo maps and diagrams were used as part of this process in order to develop a 
theoretical understanding of the different constellations of categories. These were 
repeatedly built up and broken back down in order to fully explore complexity. This 
resulted in an evolving process which focused on the relationships between categories 
and rearranged different elements in an attempt to find the best fit with the data. This 
process is represented in the diagram below.
In line with Charmaz’s (2006) approach, categories and sub-categories also attempted 
to use the child’s own words to ensure that their voices were not lost and to capture the 
actions and processes that were being described and experienced. In this way these 
were kept central to the developing model.
The diagram below illustrates the process of theory generation and gives a sense of the 
different category formations that arose during this process.
 The arrows represent the synthesis of focus codes and theoretical integration
with memos and focus code maps
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The grounded theory model
7 categories (& 54 sub-categories)
Experiences in foster family, Contact, Understanding of situation. 
Emotional experience. Coping, Defences, Loyalty
5 categories (& 20 sub-categories & 18 sub-sub categories):
Others deciding. Considering Position, Making sense. Emotional relating.
Working out loyalties
12 categories (& 112 sub-categories)
Contact, Foster care. Understanding of situation. Emotional experience. 
Coping, Defences, Membership of two families. Loyalty, Connections, 
Future, Power, Managing information
5 categories (& 35 sub-categories)
Others deciding. Considering position. Making sense. Emotional 
responding. Who is family to me
5 categories (& 41 sub-categories):
Experience, Considering position. Making sense. Fitting in with foster
family, Ways of coping
5 categories (& 20 sub-categories & 18 sub-sub categories):
New realities. Considering position. Making sense. Relating emotionally.
Working out loyalties 
Overall category: Self-determination
Process of theory generation
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Research Log Checklist
July 2012 
Years
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Research Log Checklist
Formulating and testing hypotheses and research questions
- Quantitative and qualitative research lectures
- Joint qualitative research project
- SRRP
- MRP
- Placement research audit
Carrying out a structured literature search using information technology 
and literature search tools
- Quantitative and qualitative research lectures
- Joint qualitative research project
- SRRP
- Case reports
- CBT for psychosis literature review y
- Professional issues essay
- Neuropsychological assessments
- Client interventions
- MRP
- Presentations and teaching
Critically reviewing relevant literature and evaluating research methods
- Quantitative and qualitative research lectures
- Joint qualitative research project
- SRRP
- Case reports y
- CBT for psychosis literature review
- Professional issues essay
- Neuropsychological assessments
- Client interventions
- MRP
- Presentations and teaching
Formulating specific research questions
- Quantitative and qualitative research lectures
- Joint qualitative research project ' /
- SRRP
- MRP
- Placement service audit
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Writing brief research proposals
-  SRRP /
- MRP
Writing detailed research proposals/protocols 
- MRP
Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
- Quantitative and qualitative research lectures
- Joint qualitative research project y
- SRRP
- MRP
- Placement service audit
Obtaining approval from a research ethics committee 
-  MRP
y
Obtaining appropriate supervision for research
- SRRP y
- MRP
10 Obtaining appropriate collaboration for research
- Joint qualitative research project
- SRRP ^
- MRP
- Placement service audit
11 Collecting data from research participants
- Joint qualitative research project ■/
- SRRP
- MRP
12 Choosing appropriate design for research questions
- Quantitative and qualitative research lectures
- Joint qualitative research project y
- SRRP
- MRP
- Placement service audit
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13 Writing patient information and consent forms 
- MRP
y
14 Devising and administering questionnaires
- Quantitative and qualitative research lectures
- Placement client feedback and evaluation forms
y
15 Negotiating access to study participants in applied NHS settings
- SRRP
- Placement service audit
y
16 Setting up a data file
- Quantitative and qualitative research lectures
- SRRP
- MRP
- Placement service audit
y
17 Conducting statistical data analysis using SPSS
- Quantitative research lectures
- SRRP
y
18 Choosing appropriate statistical analyses
- Quantitative research lectures
- SRRP
- Placement service audit
y
19 Preparing quantitative data for analysis
- Quantitative research lectures
- SRRP
- Placement service audit
y
20 Choosing appropriate quantitative data analysis
- Quantitative research lectures
- SRRP
- Placement service audit
y
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21 Summarising results in figures and tables
- Quantitative and qualitative research lectures y
- SRRP
- MRP
- Placement service audit
- Presentations
22 Conducting semi-structured interviews
- Qualitative research lectures y
- Joint qualitative research project
- MRP
23 Transcribing and analysing interview data using qualitative methods
- Qualitative research lectures y
- Joint qualitative research project
- MRP
24 Choosing appropriate qualitative analyses
- Qualitative research lectures y
- Joint qualitative research project
- MRP
25 Interpreting results from quantitative and qualitative data analysis
- Quantitative and qualitative research lectures
- Joint qualitative research project y
- SRRP
- MRP
- Placement service audit
26 Presenting research findings in a variety of contexts
- Joint qualitative research project (to trainees & course team) y
- SRRP (to CMHT)
- Presentations and training within placements
27 Producing a written report on a research project
- Joint qualitative research project y
- SRRP
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- MRP
- Placement service audit
28 Defending own research decisions and analyses
- Joint qualitative research project
- SRRP
- MRP
y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
- MRP
y
30 Applying research findings to clinical practice
- SRRP
- Evidence based clinical work
- MRP
y
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